O- 


8 NO. 5 


Y,1959 


Official Publication of the 
MEDICAL AND GICAL FACULTY 
OF THE STATE OF MARYLAND 


COMMANDER HOTEL, OCEAN CITY, MARYLAND 


MEDICAL JOURNAL 


llosone provides the speed, potency, 


assures and certainty of parenteral antibiotic 

therapy plus unsurpassed safety 

a more and the ease of oral administration. 

ane Usual dosage for adults is one or 
decisive 


two 250-mg. Pulvules® every six 
hours, according to severity of infec- 
tion. For optimum effect, administer 
on an empty stomach. Supplied: 

* Pulvules of 250 mg., and 125 mg. for 
pediatric use. 


response 


in almost 


Parenteral Performance 
“in Every Pulvule 


every common 


ELI LILLY AND COMPANY 


bacterial INDIANAPOLIS 6, INDIANA, U. S. A. 
infection Lu, 
/ RESEARCH / mTESRITY 
llosone™ (erythromycin ester, Lilly) —as the propionate | 


932518 


SEMIANNUAL MEETING—FRIDAY, SEPTEMBER 18, 1959 


Table of Contents on page V 


> Lig . 
| 
\ 
d 
in 
” 
_| 
= 
| 
th | 
nt : | 
| 
new Nit | 


& 


~ PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THER! 


“The most effective form of psychotherapy is to demonstrate to the patient that 
seizures can be adequately controlled by the use of anticonvulsant medicatia 


REQUISITE FOR THERA 
THE PARKE-DAVIS FAMILY OF ANTICONVULSA 
effective anticonvulsants for most clinica! ne 


ths 
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PRESIDENTIAL EDITORIAL 


AN OBJECTIVE 
LESLIE E. DAUGHERTY, M.D. 


May I join the Choir invisible of those immortal dead who live 
again in minds made better by their presence: live in pulses stirred 
to generosity, in deeds of daring rectitude, in scorn for miserable 
aims that end with self, in thoughts sublime that pierce the 
night like stars, and with their mild persistence urge man’s search 
to vaster issues. 

—George Eliot 


Never are there so many minds working for the betterment of mankind. 
Boredom leads to mental illness. As physicians we must work both for the social and physical growth of 
the community. 
Every sixth person today is over the age of 65. Our older 
people undergo long periods of hospitalization for social, rather 
than medical reasons. The socially sick must be separated from 
RAF the physically ill. 
._ : Better housing for family units, food, clothing and shelter, 
‘ _ entertainment and recreation must be focused upon. Too much 
A M stress has been placed on tranquilizers and not enough on 
physical conveniences. Who is better fitted than the physician 
to draw attention to inadequate housing, insufficient food and 
proper clothing, as means of safeguarding health? 

Along with improving these factors, medical care must be 
brought within the means of those no longer able to work and 
earn a modest living. We must see that pre-payment insurance 
becomes available to everyone. 

Let us be the leaders and not the followers. The art as well 
as the science of medicine is required. This art must be used 
in molding the minds of those suffering from economic illness 
so that they will look to the right source for help: namely our 

ao elected law makers. This responsibility should be shared by 
Dr. Leste E. DAUGHERTY all the people and not the physicians alone. 
We should interest ourselves in socio-economic problems, 
whether or not they directly affect the health of the people of our nation, or the practice of medicine. 
7 Washington Street 
Cumberland, Maryland 
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Special Article 


OUR NEW PRESIDENT—DR. LESLIE E. DAUGHERTY 


At the conclusion of the Annual Meeting on April 
17, Dr. Leslie E. Daugherty of Cumberland accepted 
the traditional inscribed gavel from retiring 
president, Dr. J. Sheldon Eastland of Baltimore. 
Thus began his official year as president of the 
Medical and Chirurgical Faculty. 

Dr. Daugherty received his medical degree from 
Cincinnati Medical College in 1915. He spent two 
years in residence at Bellevue and Allied Hospitals 
in New York City. He took postgraduate training in 
otolaryngology at the University of Pennsylvania 
Graduate School of Medicine and in ophthalmology 
at Harvard University Massachusetts Eye and Ear 
Hospital. 

Upon completion of his residency, Dr. Daugherty 
began general practice in Thomas, W. Va. A year 
later during World War I, he entered the Army 
Medical Corps and was assigned to Camp Grant, 
Ill. as camp orthopedic surgeon. 

In 1921 Dr. Daugherty established a practice in 
otolaryngology in Cumberland. He has held the 
position of chief of eye, ear, nose and throat at 
Sacred Heart and Memorial Hospitals in that city 
for a number of years. He is a past president and past 
secretary of the Memorial Hospital Medical Staff. 

For the past nine years Dr. Daugherty has been 
medical director of civil defense for Allegany County. 


He is vice president of the Allegany-Garrett County 
Medical Society. He has served on the Editorial 
Board of the Maryland State Medical Journal {rom 
the time of its first publication in 1952 until this 
year. His monthly reporting of news and features 
from Allegany-Garrett County in the Journal is 
both factual and entertaining. 

Dr. Daugherty is a diplomate of the American 
Board of Otolaryngology, a member of the American 
Medical Association, the Southern Medical Associ- 
ation, the World Medical Association, the Pan 
American Association of Ophthalmology, and the 
American Medical Writers Association. 

Greatly interested in the history of medicine in 
Western Maryland, Dr.-Daugherty is writing a book 
on that subject: He is director of the medical section 
of the Allegany-Garrett County Historical Society. 

Active also in civic affairs, Dr. Daugherty has 
twice been president of the Cumberland Lions Club 
and has served as Boy Scout Commissioner for a 
number of years, and also as a scoutmaster. 

As an amateur photographer he has had pho- 
tographs exhibited at the A.M.A. and the Physi- 
cians Art Association in Chicago. On his farm in 
Bedford Springs, Pa. he raises purebred Hereford 
cattle and saddle horses. He also enjoys hunting. 

D. E. B. 


OPPORTUNITY FOR PHYSICIANS 


SOMERSET COUNTY 
Town: Smith Island 


Type of Practice: General 


Smith Island is a community with a population of 684, in a trading area of approximately 
8,000 people. The nearest hospital is at Crisfield, which has approximately 34 beds. The near- 
est large city is Baltimore, approximately 175 miles distant. Housing is readily available. The 
main source of income is from the seafood industry. There are three churches and three 
schools. The highest grade taught is the eighth. There is good swimming, boating, and fishing. 
The cost of living is very low in this community. 


Contact: 

Mr. Roosevelt Evans 
Ewell, Maryland 

Phone: Smith Island 5-2221 
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YOUR MEDICAL FACULTY AT WORK 


JOHN SARGEANT, Executive Secretary 


The Council of the Medical and Chirurgical 
Faculty of Maryland met on Tuesday, March 17, 
1959, at the Faculty building and took the following 
action: 


1. Voted to recommend emeritus membership to 
the House of Delegates for the following members, 
all of the City of Baltimore: 


Albert H. Katz, M.D., ill, not practicing, 
member for 18 years 

Henry F. Buettner, M.D., now retired, 
member for 39 years 

Charles L. Warner, M.D., now retired, 
member for 31 years 


2. Approved the appointment of an Industrial 
Health Committee, with its membership being 
named by the Council chairman. 


3. Approved continuance of the Diabetes Com- 
mittee, with the stipulation that no diabetes detec- 
tion drives be conducted during 1959, unless com- 
ponent societies wish them to be conducted; and 
that its activities otherwise be devoted to educational 


purposes. 


4. Approved the report of the Editorial Board 
which, among other things, provides: 


a. Free advertisements for widows or next of 
kin of deceased members for the purpose of dis- 
posing of or renting office space, equipment, etc. 


b. One free advertisement be granted to each ac- 
tive member annually for the purpose of fur- 
thering or aiding his medical practice (advertis- 
ing for an assistant, disposing of old equipment, 
advertising for same, etc.). 


c. Increased the price of the August Directory 
issue to two dollars per copy, plus postage; the 
single price copy to remain the same for mem- 
bers and others in allied fields of medical prac- 
tice. 


d. Changed the title of the Journal office assistant 
from Journal secretary to editorial assistant. 


e. Approved attendance of the editor, business 
manager and editorial assistant at the biannual 
meeting of the State Journal Advertising 
Bureau, with expenses being underwritten by 
the Bureau. 


5. Approved the recommendation of the Commit- 
tee to Consult with the State Department of Health. 
This committee recommended that the director of 
personnel of the State of Maryland establish a first 
aid station in the new state office buildings for 
employees. It further recommended that this first 
aid station be in the charge of a registered nurse 
and that a physician be on call; and that such serv- 
ices should not be provided by the State Department 
of Health. 


6. Approved a simplified insurance claim form as 
recommended by the Special Committee, with cer- 
tain modifications. This is to be presented to the 
House of Delegates. 


7. Elected a chairman and vice-chairman of the 
Council: 


Leo F. Brady, M.D., reelected chairman 
Charles F. O’Donnell, M.D., elected as 
vice-chairman 


8. Endorsed the attempts of the State Depart- 
ment of Health to obtain an increase in state pay- 
ments to hospitals throughout the state for the 
medically indigent. 


9. Endorsed support of the House bill dealing with 
nursing home construction grants. 


10. Rescinded its action of January 20, 1959, ap- 
proving in principle a higher fee for specialists under 
Blue Shield; and also voted that the matter be re- 
ferred at some future date to the House of Delegates. 
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Scientific Papers 


INTERTRIGINOUS MONILIASIS IN OFFICE PRACTICE 


ISRAEL ZELIGMAN, M.D., MEp.Sc.D. 


There has been an increasing interest in moniliasis 
during the past few years. One of the factors in the 
increased interest has undoubtedly been the greater 
incidence of intestinal, vaginal, oral and cutaneous 
moniliasis apparently associated with the use of 
broad-spectrum and other antibiotics. Another 
factor has been the availability of nystatin, a far 
more effective drug than previous ones used for this 
affection. 

I have been greatly impressed with the increase in 
the number of cases of intertriginous moniliasis seen 
in office practice during 1957. The greatest increase 
appeared during the summer months. I have tabu- 
lated the number of cases of this dermatosis seen 
during 1957 with those seen during the previous 
five years. In the years 1952-1956 inclusive, there 
were one or two cases each year of monilial involve- 
ment of the groin, genitalia, lower abdomen 
inframammary, perianal, inguinal, and/or axillary 
areas; there were 18 such cases seen in 1957. At the 
same time there was no essential increase in the 
incidence of moniliasis of finger nails, paronychial 
areas or the finger webs in 1957 compared with the 
previous five years. All diagnoses were confirmed by 
adequate direct potassium hydroxide preparations 
and/or Sabouraud’s and corn meal agar cultures. 

The employment of antibiotics was assumed to be 
responsible for the increase noted. Surprisingly, 
however, only one of the 18 patients with inter- 
triginous moniliasis in 1957 had received any anti- 
bacterial therapy for two months prior to the onset 
of the skin disorder. This parallels the experience of 
Rees, whose 30 patients with anogenital moniliasis 
followed broad-spectrum antibiotic therapy in only 
five instances. 

In view of the well recognized increase of inter- 
triginous moniliasis in warmer weather, an investi- 
gation was made concerning average temperatures 
during the warmer months. The average temperature 
May through September in 1957 was 75.5 degrees F.; 
the average for the previous five years was 73.8 


degrees F. This small difference is believed not to be 
a factor important enough to cause the marked 
increase of incidence of intertriginous moniliasis, an 
increase confirmed by some of my confreres. 

There have been great changes during the past 
few years therapeutically. Formerly, aqueous gentian 
violet, ammoniated mercury ointment, various 
compresses, shake lotions with antipruritics and 
keratolytics, Asterol® ointment and _iodochloro- 
hydroxyquinoline preparations, with and without 
roentgen ray therapy, have been employed. During 
the past few years nystatin preparations have been 
used with greater success. Ointments with nystatin 
have been therapeutically helpful, but sometimes 
these have caused irritation when they were applied 
to intertriginous areas. Nystatin in a lotion was 
found even more helpful, but when it was incorpo- 
rated with hydrocortisone in an oily lotion rapid, and 
frequently dramatic, results followed. 

An example of such a preparation (containing 
one per cent hydrocortisone and 100,000 units 
nystatin per cc.) which has a flesh colored appearance 
because of the chocolate covering of the nystatin 
tablets, is as follows: 


Hydrocortisone (fifteen 20 
mg. tablets) 

Nystatin (six 500,000 unit 
tablets) 

Water to paste 

Dermabase® 

Water, q.s. ad 


0.3 gm. 


3 ,000 ,000 units 


7.5 gm. 
30.0 cc. 


Osbourn and Higdon successfully used nystatin 
in shake lotions and Robinson and Robinson found 
a combination of fludrocortisone and nystatin in an 
ointment especially effective. Wright, Graham and 
Steinberg noted best results for intertriginous 
moniliasis with two per cent procaine hydrochloride 
in 0.25 per cent polysorb 80 solution containing 
100,000 units nystatin and 2.5 mg. hydrocortisone 


per cc. 
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SUMMARY 


There was a decided increase in intertriginous 


moniliasis in 1957 in office practice. It could not be 
attributed to recent antibiotic therapy or to an 
increase of seasonal temperature. 

The use of nystatin and hydrocortisone incor- 
porated in an oily lotion usually effected rapid and 
dramatic therapeutic results. 


ADDENDUM 


An even greater number of patients with inter- 
triginous moniliasis were seen in the summer of 1958. 
This attests to the increasing importance of this 


disease. 


1109 N. Calvert Street 
Baltimore 2, Maryland 


While infectious mononucleosis is usually a benign 
disease, serious complications, e.g. central nervous 
system involvement, may occur and change the 
course of this benign condition to a critical or even 
fatal one. Since the first description of central 
nervous system involvement in infectious mono- 
nucleosis by Johansen in 1931, and later in the same 
year by Epstein and Dameshek in the United States, 
there have been an increasing number of cases 
reported, indicating that the above complication is 
not rare. 

The severity of the central nervous system 
involvement in infectious mononucleosis requires 
that more attention be directed towards its therapy. 
The use of steroids in the treatment of severe cases 
of infectious mononucleosis has been accepted 
generally since the first description by Doran and 


* Department of Medicine, Lutheran Hospital of Mary- 
land, Baltimore, Maryland. 


MENINGO ENCEPHALITIS IN INFECTIOUS MONO- 
NUCLEOSIS 


Report of a Case Treated with ACTH 


GEORGE SHARFATZ, M.D. anp ATAOLLAH GOLPIRA, M.D.* 
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Weisberger. Recovery after cortisone therapy has 
been reported by Fiese and co-workers in a case of 
infectious mononucleosis associated with Guillain- 
Barré Syndrome, and by Frenkel et al. in a case of 
infectious mononucleosis complicated by menin- 
goencephalitis. 


CasE REPORT 


A 14 year old, white schoolgirl, on October 12, 
1955, started to have intermittent low grade fever 
and headache with swollen glands in the left side of 
the neck. She was seen by her family doctor who 
noticed that she had a red, inflamed pharynx. She 
was put on tetracycline (Panmycin®). A few days 
later the symptoms abated and she was feeling well 
enough to go back to school. 

On October 24, 1955, she was sent home from 
school because of a temperature of 103 associated 
with severe fatigue and weakness. She was again seen 
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186 Meningo Encephalitis in Infectious Mononucleosis 


by her physician and tetracycline was again given, 
but this time the treatment produced no im- 
provement. She showed a fluctuating temperature 
associated with one episode of chills. Marked 
anorexia was noted by her mother. 

On the morning of October 26, 1955, her mother 
noticed that she was rather lethargic. She suddenly 
had a generalized grand mal type of convulsion that 
lasted 15 minutes. This was followed by unconscious- 
ness. 

On admission to a hospital, physical examination 
showed a temperature of 99.6, a regular pulse at 110 
per minute, and respirations of 22 per minute. Blood 
pressure was 122/68 in both arms. 

She was in a semicomatose state with hyperactive 
muscular behavior, athetoid in character, and an 
infantile type of whining or crying. Her eyes were 
closed most of the time, and she was unable to 
recognize anybody. Slight nuchal rigidity, equivocal 
bilateral Babinski, and left side cervical adenopathy 
were other findings. Fundi were normal. No spleno- 
hepatomegaly, and no changes in the reflexes were 
noted. 

Initial laboratory studies revealed: leukocytes 
9750—55 per cent polymorphonuclears, 40 per cent 
lymphocytes with occasional atypical cells. Serum 
bilirubin 0.4 mg. per 100 cc. (with 0.2 mg. per 100 
cc. direct). Cephalin flocculation 4 plus at 48 hours, 
thymol turbidity 7.8 units. A lumbar puncture was 
performed which showed clear, colorless fluid with 
initial pressure of 170 mm. of H,O, and final pressure 
of 90 mm. of H,O, 74 lymphocytes, 6 polymor- 
phonuclears, 148.7 mg. of protein per 100 cc. with 
normal chlorides and glucose. Serology and colloidal 
gold curve were negative. The initial heterophile 
titer was 1:1792 (presumptive agglutination test) 
and no titer with beef erythrocyte absorption. 

The patient’s temperature rose rapidly to 105 the 
evening of admission and remained between 103 and 
105.6 until the next morning. She was put on 
Chloromycetin® and Sulfadiazine (intramuscularly) 
without significant effect. 

On the morning of the second hospital day, she 
had a temperature of 105.6. She was started on 
ACTH 40 u.q.d. The temperature dropped to 99.8 
within 24 hours and for the first time (on the third 
hospital day) she responded to voices and became 
aware of her surroundings. By the fourth hospital 
day she was conversing rationally but complaining 
of severe weakness and annoying headache. A 
lumbar puncture showed normal initial and final 
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pressure, 55 lymphocytes, and a total protein level 
of 175 mg. per 100 cc. with normal chlorides and 
glucose. 

On the seventh hospital day, after three negative 
blood cultures and two negative spinal fluid cultures, 
antibiotic therapy was discontinued. Her temper- 
ature ranged between 98.6 and 100. ACTH (Acthar® 
gel) was decreased to 20 u.q.d. She was quite alert 
but complained of headache intermittently, and 
weakness. Nuchal rigidity and doubtful Babinski 
were no longer present. Leukocytes were 7850 with 
35 per cent lymphocytes and some atypical lympho- 
cytes being reported. She showed gradual improve- 
ment. ACTH was further decreased to ten u.q.d. 
Lumbar puncture on the fourteenth hospital day 
showed 45 lymphocytes and 116.2 mg. of total 
protein per 100 cc. A presumptive heterophile 
agglutination showed a titer of 1:896. On the twenty- 
first hospital day, she was asymptomatic with 
normal temperature and no complaint of headache 
or anorexia. She was allowed out of bed. ACTH was 
discontinued. Heterophile agglutination showed a 
titer of 1:896 (presumptive test), 1:224 guinea pig 
absorption, and no titer with beef erythrocytes. 
Cephalin flocculation was 3 plus at 48 hours and 
thymol turbidity 6.5 units. Spinal puncture showed 
only six lymphocytes and total protein level of 35 
mg. per 100 cc. 

On the twenty-eighth hospital day she was dis- 
charged with normal physical findings and laboratory 
studies (except the heterophile). 

Four weeks after discharge from the hospital she 
returned to school. At this time the heterophile titer 
was 1:896 (presumptive test) and it was 1:224 
four months later. A complete check-up, one year 
after the attack, showed a perfectly normal indi- 
vidual, physically as well as mentally. 


The incidence of central nervous system 
involvement in infectious mononucleosis is 0.7 per 
cent to 1.0 per cent of all cases. Shecket, in a study 
of 131 cases, reports 14 cases of central nervous 
system involvement (10.6 per cent) two of which 
carried the diagnosis of encephalitis (1.5 per cent). 

Despite its low incidence, nervous system involve- 
ment in infectious mononucleosis ranks high among 
the causes of death in this condition. Lawrence notes 
that of 16 reported fatalities seven resulted from 
neurologic complications (43 per cent). Leibowitz 
noted that in 71 cases of neurological involvement 
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due to infectious mononucleosis, there was a mor- 
tality rate of 11 per cent. 

In an analysis by Bernstein and Wolff of 34 
reported cases of infectious mononucleosis with 
definitely proved nervous system involvement, 
there was a marked preponderance of males over 
females. In 85 per cent of cases complete recovery 
ensued. 

It is believed that a filtrable virus having a 
predilection for the lymphopoietic apparatus and 
reticulo-endothelial system may be the causative 
agent. It is capable of injuring any of the viscera. 
When the perivascular infiltration of normal and 
abnormal lymphocytes are more pronounced in the 
ceniral nervous system, the related neurological 
symptoms are manifested. 

In this patient neurological manifestations of the 
disease appeared two weeks after the onset of illness. 
Leibowitz observed that in the majority of cases 
with neurological involvement symptoms became 
manifest in the first to third weeks of illness. At the 
time of admission the neurological findings were 
suggestive of aseptic meningitis, but infectious 
mononucleosis or mumps encephalitis were thought 
to be more probable. Leukocyte studies and a highly 
positive heterophile agglutination, with a negative 
report for mumps and St. Louis encephalitis proved 
the diagnosis. 

Because of an extremely poor outlook and lack of 
the response to symptomatic and antibiotic treat- 
ment, a steroid therapy in the form of ACTH was 
started. The dramatic response, with fall in temper- 
ature in 24 hours, and disappearance of most of the 
neurological signs was unexpected and, at the same 
time, most encouraging. It is true that the fall in 
temperature could have been related to the anti- 
pyretic effect of ACTH, but the rapid improvement 
of the neurological signs could not be explained on 
the basis of the non-specific effect of ACTH alone. 
We continued antibiotic therapy in the first week of 
hospitalization as a protective measure against 
possible superimposed infection in the presence of 
steroid therapy in a poorly defending body. 

Charrot et al., in the study of how soon the 
heterophile agglutination (Paul-Bunnell reaction) 
returns to normal, mention that steroids seemed to 
have accelerated its turning negative. In our case, 
apparently, steroid therapy did not accelerate the 
return of the heterophile agglutination to negative 
because the patient showed a positive reaction of 
1:224 (presumptive test) four months after dis- 
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charge and almost six months from the onset of the 
disease. 

Shecket mentions liver involvement in 94 per cent 
of his series demonstrated by abnormal liver function 
tests. In our patient, abnormal cephalin flocculation 
and thymol turbidity were noticed, but they had 
returned to near normal at the time of discharge. 

Cerebrospinal fluid findings in this case were 
similar to those in typical descriptions of the disease 
having central nervous system involvement: slight 
elevation of pressure, high lymphocyte cell count, 
and high protein. Heterophile antibodies in the 
cerebrospinal fluids, as described by Silberstein and 
co-workers, were not sought. The presence of 
psychosis in infectious mononucleosis, particularly 
associated with central nervous system involvement, 
is rare but it has been reported. 


SUMMARY 


A case of infectious mononucleosis with associated 
meningoencephalitis was treated with ACTH and 
rapid and complete recovery is reported. 

5443 Park Heights Avenue 
Baltimore 15, Maryland 
(Dr. Sharfatz) 


Lutheran Hospital of Maryland 
Baltimore 16, Maryland 
(Dr. Golpira) 
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PAIN AND OTHER SOMATIC COMPLAINTS IN A 
PSYCHIATRIC CLINIC 


GERALD D. KLEE, M.D.;! SOPHIE OZELIS, M.D.;? IRVIN GREENBERG, Pu.D. 


AND LEONARD J. 


INTRODUCTION 


Persons visiting a psychiatrist frequently present 
physical symptoms of various types. A number of 
papers in the psychiatric literature have discussed 
many aspects of this topic. However, a tabulation of 
such complaints in an out-patient population has 
not been reported, so far as the authors are aware, 
and should be of some interest and value. This paper 
presents such data, which were collected in a study 
carried out in the Veterans Administration Mental 
Hygiene Clinic in Baltimore, Maryland. 


PROCEDURE 


The charts of 150 patients discharged from the 
clinic between July 1954 and May 1955 were studied. 
The majority of patients were male World War II 
veterans, service-connected for neuro-psychiatric 
disability. Charts which were incomplete were 
excluded. No other selection was employed. All 
patients had been examined physically and had 
chest X-rays, and any other special examinations 
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called for, such as EEG, at approximately the time 
of their first visit to the psychiatric clinic. Data from 
the charts were coded and recorded on key sort cards 
allowing for quick sorting. The basic data collected 
were: (a) diagnosis at time of discharge, (b) presence 
or absence of somatic complaints, (c) the description 
and category of the somatic complaint when such 
was present. Only those somatic complaints men- 
tioned by the patient among his chief complaints at 
the time of admission were included. Physical 
symptoms arising during the course of treatment 
were not listed. All types of somatic complaints were 
listed, varying from somatic delusions and vague, 
poorly defined pains to specific disorders such as 
peptic ulcer or epilepsy. Diagnostic categories were 
taken from the standard American Psychiatric 
Association manual entitled Diagnostic and Sta- 
tistical Manual: Mental Disorders, 1952. 

Table I presents a listing of the diagnostic groups. 
The majority of patients (82) were considered 
psychoneurotic. Anxiety reaction (50 cases) was the 
single most common diagnosis. Forty-six (30 per 
cent) patients were diagnosed as schizophrenic. The 
nine cases of chronic brain syndrome were patients 
suffering from grand mal epilepsy with accompa- 
nying emotional difficulties. 

Of the total 150 patients, 131 (87 per cent) had 
somatic complaints (Table II). Ninety-two of these 
patients (70 per cent) complained of one or more 
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TABLE I 
Frequency of Various Diagnoses in the Total Sample 


Diagnostic Categories 


Chronic brain syndrome......... 
Paranoid schizophrenic.......... 
Schizophrenic (other)............ 
Paranoid reaction............... 
Psychotic (unclassified).......... 
Psychophysiologic reaction....... 
Conversion reaction............. 
Obsessive compulsive............ 
Depressive reaction............. 
Psychoneurosis (other).......... 


Kanan 


Incidence of Somatic Complaints 


(In cases where there were more than one somatic com- 
plaint, each was listed separately). 


Somatic Complaints 


Generalized symptoms such as 


Complaints referable to ex- 
Complaints referable to CNS... 
Complaints referable to EENT 
Complaints referable to respira- 
Complaints referable to cardio- 
vascilar syste... 
Complaints referable to skin ... 
Complaints referable to G.I. or 
Complaints referable to G.U. 


w 


* 131 = Total number of patients with presenting somatic 
complaints. 
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kinds of pain. All patients with headache, backache, 
etc. were listed in the “pain” category as well as 
under the specific complaint. Fifty-five patients 
reported headaches and 20 complained of backache. 
Sixty-two had complaints referred to the abdomen 
or G.I. tract. Twenty suffered from dizziness. 
Diagnostic categories and types of somatic complaint 
failed with one exception to show any significant 
correlation. 

The one exception was an apparent relationship 
between back pain and schizophrenia. In our clinic 
work, the frequent complaint of low back pain in our 
paranoid male patients has been noted. While this 
complaint was more common among paranoid 
schizophrenics than in the group at large in this 


Taste III 
A Breakdown of the Backache Group by Psychiatric Diagnosis 


Number of 


Diagnostic Categories Cas 


Per Cent 


Anxiety reaction............... 6 30 
Schizophrenic (other)........... 5 25 
Schizophrenic paranoid......... 5 25 
Psychoneurosis................ 3 15 


study, the numbers involved did not allow for a 
statistical test. However, back pain was a common 
complaint among the total group of schizophrenics 
(Table III). Of 46 so-diagnosed, 36 reported somatic 
complaints, and of these ten complained of back pain. 
Thus, of 20 cases of backache, half appeared in 
conjunction with schizophrenia, although less than 
one-third of all patients were schizophrenic. A chi 
square test of these data shows this to be significant 
at the five per cent level indicating that for this 
population, at least, back pain is significantly more 
common in schizophrenics than in the other 
diagnostic groupings. 

In Tables IV and V are presented breakdowns of 
the two most frequent complaints—headache, and 
G.I. and abdominal complaints. It will be seen that 
each of these complaints is found among the various 
diagnostic groups, roughly according to the pro- 
portions of each diagnosis in the total sample. It 
should be restressed, however, that the G.I. and 
abdominal category is really a miscellaneous one. 
Unfortunately, if it were broken down into its 
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TABLE IV 
A Breakdown of the Headache Group by Psychiatric Diagnosis 


Number of 
Cc 


Per Cent 


Diagnostic Categories 


Chronic brain syndrome........ 
Mental deficiency 

Paranoid schizophrenic 
Schizophrenic (other) 

Paranoid reaction 

Psychotic (unclassified) 
Psychophysiological reaction. . . . 
Anxiety reaction 

Conversion reaction 

Obsessive compulsive. 
Depressive reaction 
Psychoneurosis (other) 
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A Breakdown of the G.I. and Abdominal Complaints Group 
by Psychiatric Diagnosis 


Diagnostic Categories a ed of Per Cent 


Chronic brain syndrome 
Mental deficiency 
Paranoid schizophrenic 
Schizophrenic (other) 
Paranoid reaction 
Psychotic (unclassified) 
Psychophysiologic reaction 
Anxiety reaction 
Conversion reaction 
Obsessive compulsive 
Depressive reaction 
Psychoneurosis (other) 


Schizoid 
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TABLE VI 


Frequency of Certain Common Somatic Complaints Among 
Patients Diagnosed as ‘Anxiety Reaction” 


Number of 
Ca: 


Somatic Complaints Per Cent 


Somatic complaints of any type. 


G.I. and abdominal symptoms. . 
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components, the numbers in each group would be 
too small to use in making correlations. 

Table VI deals with the largest single diagnostic 
group, anxiety reaction. This group is analyzed for 
the frequency of the commonest complaints, pain, 
headache and G.I. and abdominal symptoms. The 
frequencies of all of these complaints are, again, very 
close to their frequencies in the total group. 

Table VII offers a diagnostic breakdown of 
patients with no somatic complaint. Interestingly, 
more than half of this group are schizophrenics. 


TaBLeE VII 


Diagnostic Classifications of Patients With No Presenting 
Somatic Complaints 


Diagnostic Categories Per Cent 


Per cent total 
Schizophrenic paranoid 
Schizophrenic (other) 
Anxiety reaction 
Psychoneurosis (other) 


Of the 131 patients with somatic complaints, 
there were 25 with organic disorders which were 
not considered to have a significant psychogenic 
component in their origin. Of these, there were 12 
who had no other major complaints listed while the 
other 13 had additional complaints which lacked any 
demonstrated organic basis. 

Of the total group, the majority (79 out of 150) 
had only relatively vague complaints which could 
not be connected with any distinct organic or 
physiological changes. Most of the others had a 
mixture of complaints, only some of which could be 
linked to distinct somatic changes such as peptic 
ulcer. 


DISCUSSION 


The high incidence of somatic complaints in this 
group of patients and the frequency of complaints 
involving pain is noteworthy. How can we account 
for such results? To some extent this is an atypical 
psychiatric population. The majority of patients 
visiting this clinic are relatively unsophisticaied 
persons with limited to moderate education. Such 
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persons are subject to stereotyped notions of illness 
and of the doctor-patient relationship. The somatic 
complaint in such cases is an admission ticket, 
providing the patient with a tangible problem and 
at the same time enabling him to structure the 
situation in a manner that relieves him of responsi- 
bility in his treatment. 

This alone, however, does not seem to be a 
sufficient explanation for the frequency of somatic 
complaints. Certainly no simple explanation would 
be adequate; in their variety these complaints 
represent many facets of the mind-body relation- 
ship. 

The symptom of pain has naturally received 
considerable psychiatric attention. Since it was 
the commonest complaint in this sample, it merits 
discussion. Rangell has described pain as serving 
ends other than the protective function. It may serve 
symbolically, as in conversion hysteria and schizo- 
phrenia; it may fit into somatic delusions or fulfill 
aneed for punishment. In hypochondriasis, and in 
schizophrenia especially, somatic complaints reflect 
a process of regression accompanied by increased 
bodily preoccupation. 

We may also think of pain as a useful social 
device, a distress signal, an attention-getting mecha- 
nism, a justification and/or an aggressive demand 
for care. 

The clinical or dynamic significance of the rela- 
tively high incidence of back pain among the schiz- 
ophrenic members of this group cannot be accounted 
for on the basis of the limited data. The statistical 
significance of this relationship suggests that further, 
more detailed studies may be desirable. 

Finally, the question arises: How does the patient 
with somatic complaints take to psychotherapy? 
Such patients may provide special problems. If the 
patient is convinced that his only difficulty lies in 
one of his limbs or somewhere in his abdomen rather 
than in the emotional sphere, he may be inaccessible 
to psychotherapeutic treatment, or at least it may 
take considerable time to overcome this obstacle. 
Since this problem arises so frequently, it is certainly 
worthy of further study. 
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SUMMARY 


This paper describes a study of somatic complaints 
in patients of a V.A. Mental Hygiene Clinic. Charts 
of 150 recently discharged patients were analyzed. 
The basic data collected were: (a) somatic complaints 
listed among chief complaints on admission, and 
(b) diagnosis at time of discharge. 

A large majority of the patients (87 per cent) had 
somatic complaints which were of a wide variety. 
These are listed in table form. Most common were 
complaints involving pain (92 patients). G.I. and 
abdominal symptoms, headache, backache, and 
dizziness occurred with great frequency. 

Back pain was found to be significantly more 
common among schizophrenics than in other diag- 
nostic groups in this study. Apart from this, the 
various somatic complaints were proportionately 
distributed among the various diagnostic categories. 
Consideration is given to the significance and 
functions of somatic complaints in psychiatric 
patients with especial emphasis on the role of pain. 
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PSYCHOBIOLOGIC THERAPY 


JACOB H. CONN, M.D.* 


Adolf Meyer (1866-1950), the founder of psycho- 
biology, “has become a legendary figure—the 
idealized combination of immense erudition and 
practical common sense.” His genetic-dynamic 
system of psychobiology considers the person as 
being an indivisible unit. For Dr. Meyer mind was 
not a “secretion of the brain” but a way of behaving 
in which sign-function (symbolization) is involved. 
He stressed that there were discontinuities, gaps 
between sets of facts and that neurological facts 
could not be used to locate mental activities in the 
cortex. 

Dr. Meyer’s methods were the simplest and most 
direct. He said, “Take the facts we observe in actual 
experience. Under what conditions do they occur? 
What factors enter into them? How do they operate? 
With what possibility of control and modification? 
In general, one makes use of the methods of all 
science, choosing methods according to the nature 
of the data, being sure to fit the methods to the facts 
instead of forcing the facts into the methods.” 

All that was requested of his students was that 
they adhere to the basic tenets of psychobiology; 
they then could go on to develop their own ways of 
treating patients. No formal rules of conducting 
therapy were ever handed to the student of psycho- 
biology. He was on his own from the start with a 
minimum of supervision. 

Adolf Meyer did not think of the human being as 
being motivated only by the pain-pleasure principle. 
He stated, “The philosopher who thinks that Man 
will not act unless prompted by pain and conflict 
maligns Nature.” Psychobiology promised no new 
key to the mystery of human behavior; it had no 
“front page glamor,” no revolutionary hypothesis, 
and no glittering terminology. It was evolutionary, 
critical common sense, with sound, genetic-dynamic 
principles and practices. 

Psychobiology never accepted the concept of 
“psychic energy” and was critical of the formulation 
of pathology in terms of “undischarged libido,” a 
concept which has not led to deeper clinical insights, 


Presented at the Fourth Annual Meeting of the Academy 
of Psychosomatic Medicine, October 19, 1957, Chicago, Ill. 

* Assistant Professor of Psychiatry, Johns Hopkins Uni- 
versity School of Medicine. 


but only to a verbal barrage of such terms as “organ 
neurosis” or “erotization of organs.” 

Psychobiological therapy was opposed to the 
“mystical atmosphere” created by the patient 
facing away from the doctor, and avoided the “too 
mechanized, over-specialized and too exclusive 
psychopathology of the unconscious.” Freud, Jung 
and Meyer were the founders of modern dynamic 
psychology, but Meyer did not look for “complexes” 
or “the cause behind it all.” He taught his students 
“not to emphasize a portion of the situation,” but 
include “anything that is part of a person, his hopes 
and his fears, his motivation and urges, his attitudes 
to right and wrong and even his religious conceptions 
and beliefs.” If he were alive, Dr. Meyer would have 
been just as critical of the recent extravagant claims 
of those who claim that mental disease is nothing but 
a brain disorder and that all mental disease will be 
cured some day by pharmacotherapy. 

The student of psychobiology was taught to 
think of reaction-types which were potentially 
modifiable experiments of nature, and to look for 
exceptions in Kraepelin’s rigid system of disease 
entities with a fixed, definite course and a pre- 
determined, final outcome. The psychobiologist was 
admonished “to keep away from jargon” and “‘to 
debunk language irresponsibly used” and to insist 
that “every new word be anchored in reality and not 
blurred by metaphor, such as inferred by the term 
regression—when all that is meant is that when one 
is ill he does not come up to the standards of ordinary 
living. This is not a return to childhood except by 
metaphor.” 

The more psychoanalysis changes the more it 
resembles psychobiology. Thus, psychobiology 
emphasized the therapeutic value of the dynamic 
present and that human relatedness cannot be 
explained in terms of instinctual energy since it 
must include human needs, satisfactions and goals. 
It never encouraged the obsessive search for past 
events as being the cause of the disorder. Rado has 
concluded that “digging in the past yields 
diminishing returns.” He has developed the ‘“adap- 
tational technique” and stated that “the patient 
must learn to view life, himself, and others in terms 
of opportunities and responsibilities, successes and 
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failures.” Dr. Rado has stressed that “even when 
the biographical material . . . reaches far into the past, 
interpretation must always begin and end with the 
patient’s present life performance, his present adap- 
tive task.”” The therapeutic goal “is to neutralize the 
perturbing power of memories of failure by playing 
up the elements conducive to pleasure.” 

Alexander has stated, “The patient is suffering 
not so much from his memories as from incapacity 
to deal with his actual problems of the moment... 
Having the courage of one’s convictions and speaking 
up in the office for the first time may be the beginning 
of a profound change in the patient’s capacity for 
self-assertion....” Pumpian-Mindlin recently has 
described the evolution of therapeutic procedures 
and concepts of his clinic staff over a period of ten 
years. They first learned that encouraging the 
patients to express hostility was “not enough.” 
They then discovered that “giving” the patients 
“love and affection” only resulted in more 
dependency and interminable therapy. The all-out 
use of interpretation and the focusing upon dynamics 
and ego strength also resulted in ineffective therapy. 
They finally came to the conclusion that the concept 
of the ego as an intrapsychic structure had to be 
distinguished from the concept of the self as the 
totality of the individual in interaction with the 
environment and that this self (the person) is greater 
than the sum of its parts (ego, superego and id). 

This conclusion has been the substance of psycho- 
biological teaching over a period of 50 years. 

The principles of psychobiology have proven to 
be effective when used in my every day practice over 
a period of 25 years. For example, when a patient 
“blocks” or has nothing to say, I do not think 
immediately in terms of “unconscious resistance.” 
I tell the patient, “You don’t have to talk to get 
well. Don’t say anything until it comes naturally 
and without effort. What you say is not as important 
as how you act in keeping with your actual feelings. 
You can say nothing and get well if that is what 
you really want to do. The main thing is to learn 
what is your way of doing things—not my way.” 

The result of this sincere attitude of acceptance 
and understanding usually is a brief period of 
silence on the part of the patient, soon followed by 
a spontaneous recall of significant past events, a 
genuine expression of present needs and future 
aspirations. The concept of resistance is based upon 
an outmoded theory that man is driven by pseu- 
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do-quantitative, instinctual, unconscious forces. Psy- 
chobiology maintains that the human being is 
moved and motivated by purposes and goals and 
that there exists the freedom to choose what to say 
and to whom. It is only when the patient feels secure 
in the patient-physician relationship that he can and 
will reveal all that is meaningful and helpful to him. 
I am reminded of the story of a long term analysis 
during which the patient was productive and 
punctual. He was a model patient except for one 
reservation, whenever he said, “I slept with her,” 
he should have said, “TI slept with him.” 

It is dubious how much is actually unconscious 
when a patient is reticent. I always keep in mind 
Rank’s apt statement that, “It is astonishing how 
much the patient knows and how little is unconscious 
if one does not give the patient this convenient 
excuse for refusing responsibility.” 

A case history may help to illustrate this point of 
view. The patient, Mr. A., age 28, is an intelligent, 
successful merchant who complained of diarrhea 
(three to six stools daily) over a period of two years. 
He stated that he “could never stand being re- 
primanded” and he “‘always tried to please everyone 
by giving in whenever possible.” He was a timid boy 
who had lived in dread of his father. At the age of 
16 he begged for permission to play basketball and 
on the same day that permission was finally granted 
he tripped and broke his arm. For the next 12 years 
he never made any important decision without 
first consulting his father. 

The patient had been too unsure of himself to 
ask girls to go out with him. (He later added, “I 
found out that most of them would have gone out 
with me if I had only asked them.”) At the age of 21 
he took out a “popular” girl in order to prove that 
he could do so. He continued to go with her because 
he feared to offend her by going out with a more 
attractive girl, and then married her as it was the 
“right” thing to do. The wife turned out to be an 
immature, sexually frigid, nagging woman. After 
three years of married life sex relations could not 
be completely consummated because of the wife’s 
dyspareunia and vaginismus. The patient stated, 
“TJ never once criticized her although I was 
thoroughly disgusted.” 

During the year preceding the onset of his diarrhea 
the patient had begun an extramarital affair with 
one of his employees. He became increasingly 
apprehensive that he might be found out and, when 
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events forced him to work with this employee, he 
became panicky that a slip of the tongue might 
give him away. In this setting of chronic apprehen- 
sion his diarrhea began and continued for two years. 
The fact that he had agreed to employ several of 
his in-laws in the same store aggravated matters. 
The unexpected pregnancy of his wife after three 
years of frustrating sex relations was a shock, and 
the death of the premature infant was associated 
with a marked feeling of guilt. The patient recalled, 
“T felt that I was the cause of it. I had tried to avoid 
sex relations by telling my wife I was too weak 
because of the diarrhea.” Nevertheless, he was 
persuaded, against his own judgment, to impregnate 
his wife again. For the next two years after the birth 
of the baby, he abstained from sex relations with 
his wife but continued his extramarital affair. 

The patient continued to come home every day 
to eat lunch at his wife’s request. He recalled that 
at this time he was thinking, “I wished she were 
dead. I felt I’d be better off. I felt like exploding 
inside, but I never said anything ... I also wondered 
what would happen if my father died; who would 
tell me what to do. I realized that I always did what 
he said... I felt I could kick myself for having such 
thoughts.” 

The patient was hospitalized for further study. 
Examination by rectosigmoidoscopy revealed “much 
spasm and a ready friability of the mucosa.” The 
stools were liquid but no pathologic contents were 
found. The gastrointestinal tract demonstrated “a 
marked colonic hypermotility.” The gastroenter- 
ologist’s diagnosis (Dr. M. Paulson) was “‘rritable 
colon” and ‘‘psychoneurosis.” 

The psychosomatic study was carried out during 
the patient’s hospital stay (April-May) and 
continued until he was symptom-free a year later. 

Mr. A. was requested to write a biographic sketch 
and made the observation that he never had 
adequately expressed himself. He said, ‘‘I even force 
myself to laugh out loud when I don’t feel like doing 
it naturally, because I am afraid of what the other 
person might think.” He now could say, “I act like 
a child of ten years. I am even afraid to play the 
horses or go to a baseball game because my father 
might disapprove.” Gradually Mr. A. could begin 
to appreciate that he had not been a “dutiful” son 
or a “loving” husband but rather he had been a 
scared, dependent person who had been persuaded 
to impregnate his wife in order to keep her from 
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being suspicious of his clandestine love affair. He 
began to speak up for himself, was able to “bawl 
out” those who offended him, attended the races and 
did not feel guilty when he related his experiences 
to his wife and father. He even disagreed with his 
father and, to his surprise, his father not only agreed 
but complimented him. 

He was now ready for a major decision. He had 
fallen in love with one of the nurses during his 
hospital stay. He now informed his wife thai he 
wanted a divorce and she reproached him for 
deserting her and his four-month old child. His 
father violently objected to his marrying the nurse 
who was a divorcee and of another religious faith. 
But the patient persisted and married her. After 
months of family strife there occurred a recon- 
ciliation and the patient’s first major decision was 
an accomplished and accepted fact. Mr. A. and his 
second wife are happily married and have two 
children of their own. 

The diarrhea gradually decreased in frequency 
over a period of a year. It has not reappeared since. 
During a follow-up visit four years later, the patient 
said, “I eat everything. I haven’t had any trouble 
(diarrhea). It’s much different. I really express my 
opinion now. My entire family loves my (second) 
wife. As bad as it was, that’s how good it is. It’s like 
a miracle.” 

How can this type of clinical material be organized 
for teaching purposes? The patient with a psy- 
chosomatic disturbance has a need to talk about 
his distress. If he is given the opportunity to do so, 
it soon becomes evident that both the source of his 
distress and the means of its cure are to be found in 
the patient himself and his way of life. 

Psychobiologic therapy is a collaboration between 
doctor and patient, each learning from the other. It 
can never be patterned after a preconceived plan, 
but must always be modified and adapted to a 
specific patient’s needs in a particular life situation. 
The patient usually comes to the doctor convinced 
that his abdominal distress or cardiac dysfunction 
is due. to only one possible cause—a disturbance of 
“organic” functioning, which is totally unrelated to 
his way of life. In order for therapy to be effective 
the doctor must be the right doctor for that 
particular patient. He must give the patient a scries 
of opportunities to gratify certain basic needs which 
are present in varying degrees in all psychosomatic 
patients. These basic needs are: 
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1. The need to talk. Next to bodily activity talking is 
the best method of alleviating tension. It gives the 
patient the opportunity to discharge pent-up feelings 
and provides him with a sympathetic listener, the 
physician, upon whom the patient depends for 
understanding and guidance. Treatment, therefore, 
begins by the physician’s listening to what has gone 
wrong. It is literally a form of auscultation, and like 
auscultation of the heart sounds, one must pay 
particular attention to everything that is being heard. 
It is impossible to present a list of fixed rules which 
can be used in this phase of psychotherapy. The 
following general principles will be of assistance: 

a. Listen patiently to what the patient is saying. 
It gives the patient a feeling that you are genuinely 
interested in him as a person. 

b. Do not interrupt when the patient seems to talk 
of inconsequential trifles. There is no such thing as 
irrelevance in a patient-physician interview. The 
patient is expressing his feelings as well as talking 
about facts. 

c. Think along with the patient. Ask yourself not 
only what is he saying but how he is saying it, and 
why does he say what he does at this particular 
moment? Does the patient need sympathy? Is he 
misinformed? Does he feel guilty, and therefore 
seeks reassurance? Is he angry, afraid, sad or evasive 
as he approaches a sensitive personal topic? 

d. Show a real interest and personal warmth in what 
is going on. Ask for more details, examples or ampli- 
fications of what already has been stated in outline 
fashion. Ask, “Then what happened?” “So?” “And 
then,” or more pointedly, ‘““Why?” 

e. Avoid criticism and argumentation. The patient 
can accept only a part of what you feel or know to 
be the whole truth. He has been deceiving himself over 
along period of time and is not able to see himself as 
objectively as others may see him. Therefore, never 
tell the patient that he is “neurotic” or that “nothing 
is wrong” or that he is “seeking sympathy.” 

The patient should be encouraged to talk about 
himself... and his attitudes toward work, marriage, 
recreation and religion should be brought into the 
conversation. A certain amount of time (one-half 
hour) should be allotted to each interview in keeping 
with the needs of the individual patient. During these 
sessions the patient should be given an opportunity 
to talk of his childhood and the way he was handled 
by his parents, his school and work experiences and 
his sex life. This is not to be a factual account of dates 


Jacob H. Conn 195 


and places, but it should include an opportunity to 
ventilate the patient’s true feelings and indicate 
how his attitudes and sentiments have developed. 
Such questions as, “How did you feel when that 
happened?” or “What did you feel like doing when 
your boss (or wife or mother) did or said that?” may 
help to get the patient started. It is of importance 
to obtain detailed accounts of the life situations 
which have helped to decrease or increase the 
patient’s self esteem, as well as those in which he has 
experienced a sense of frustration and failure. As 
the patient discusses specific incidents of behavior 
at home, at work and at play there emerges a pattern 
of personality with particular directions of behavior 
or attitudes. These attitudes are brought to the 
patient’s attention by asking, “Why did you act in 
this particular way?” “What purpose did it serve?” 
In this manner it is ascertained that the patient 
needs to be independent and successful at all costs, 
or feels resentful against those for whom he para- 
doxically goes out of his way to please, or has a 
particular need to be perfect in order to avoid any 
remote possibility of criticism. 

2. The need to be told what to do. The patient comes 
to the doctor suffering from discomfort and emo- 
tional distress. He is in need of definite support and 
guidance. He wants to depend on someone who is 
certain of himself and who knows just what to do to 
alleviate his misery and suffering. The success of 
many methods of treatment, which appear at first 
glance to contradict one another, are in great part 
due to the fact that they all supply this basic need. 
An example may help to emphasize this point. A 
woman suffering from spastic colitis inquired over 
the telephone, “Dr. Blank, are you the doctor who 
ordered Mrs. Smith to stay in bed for two weeks?” 
“Yes,” replied the puzzled physician, “Why do you 
want to know?” “Because,” came the reply, “I want 
you to order me to do the same thing!” 

The value of routines and schedules of exercise, 
rest and recreation may be attributed in part to 
this basic human need. The patient wants to be freed 
from having to think for himself. He has placed 
himself in the hands of the physician to whom he has 
come for relief from distress, for help and emotional 
support; he wants to be told what to do much in the 
same way that a child looks for guidance and relief 
from pain. 

3. The need to be accepted. The patient with psy- 
chosomatic complaints usually is tense, worried and 
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anxious. The patient may feel guilty because of his 
hostile attitudes, or depressed with feelings of self- 
depreciation that he is “no good” and a “failure.” 
He therefore, has a definite need for reassurance. 
The desire for personal reassurance is frequently 
mistaken to mean that the patient wishes to be told 
that he does not have an “organic” disease or that 
he has “nothing to worry about,”’ when, as a matter 
of fact, the patient wants to be reassured that he is 
a worth-while person. The physician who enthusi- 
astically informs these patients that they have “no 
organic disease,” will be chagrined when the patients 
do not respond by being as “cheered up” or as 
pleased as he had anticipated they would be. Not 
infrequently, they may even feel worse—to the 
dismay of the well-meaning doctor. 

If, however, the physician tells his patient that 
he is pleased with him, or that the patient is doing 
all that he can to bear up in spite of his great suffer- 
ing, then he has given the patient what he really 
needs. Or whenever the patient is told by the doctor 
that he is cooperative (“You have done your best 
to help me,”) or when he is directly complimented 
(“This was an intelligent account of the development 
of your symptoms,”) the patient begins to feel a 
sense of increased self esteem. He generally responds 
with a desire to want to do something for the doctor 
who is so “understanding.” This is shown by his 
willingness to discuss personal topics, and his later 
readiness to accept the responsibility for being 
immature, dependent and inadequate, as contrasted 
with his previous tendency of blaming others for his 
troubles or thinking that it was all due to organic 
disease. 

The following principles may be of help in 
establishing emotional security: 

a. Examine the patient thoroughly and then discuss 
the reasons why certain laboratory studies should 
be made or must be repeated. Do not tell the patient 
that his request for a special laboratory examination 
is unreasonable, foolish or unscientific. He may be 
revealing to you his greatest fear (heart trouble, 
cancer or brain tumor) and testing your interest in 
him as a person as well as seeking further reassurance. 

b. Use the physical and laboratory examinations 
as part of therapy. Make the patient feel that he is 
a collaborator. Tell him the results of each test; and, 
if every test is within normal limits, add that the 
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laboratory studies confirm the physical findings and 
all the facts indicate that he is sick all over, not in one 
particular organ or system of organs. 

c. Use the patient’s own words as much as possible 
in order to tell him, “It is not just your body which 
is disordered, but you yourself are upset and dis- 
turbed.” Diagrams and charts are sometimes of 
assistance in helping to explain what is going on and 
how the patient’s emotions affect his digestive 
symptoms. The patient is impressed by the doctor’s 
sincere interest and feels that the doctor considers 
him to be “worth-while” and “intelligent.” 

d. Do not make the mistake of trying to minimize 
the patient’s complaints. Do not diagnose the 
patient’s trouble as being ‘“‘a nervous condition”; 
he already knows that he is ‘“‘nervous.” 

e. Do not speak only in terms of physical disease. 
If the doctor emphasizes only the physical facts he 
may close the door to pertinent personal data which 
are of utmost importance in psychosomatic dis- 
turbances. 

f. Do not be-afraid to speak the truth when you 
honestly believe that medication is not necessary. 
Too many physicians say, “Nothing is wrong with 
you,” and then add, “Here is a prescription for a 
bottle of medicine.” The patient will respect your 
judgment if, after a thorough examination, you say, 
“T can help you by learning more about you and your 
way of life. In this condition, medicine will not be 
of much assistance.” The patient will feel com- 
plimented by your personal interest in his ill- 
ness and feel encouraged to go on to discuss his 
personal problems. 

4. The need to be one’s real self. The treatment, 
which has given the patient the opportunity to 
talk about himself and to relieve his pent-up feelings, 
has also made him feel emotionally secure, and able 
to accept the responsibility for his own behavior. In 
the course of the discussions, the patient has revealed 
his dependence on the opinions of others and how he 
has avoided every opportunity to free himself from 
the domination of his parents, or what he believed 
to be the demands of his employer or wife. He now 
is encouraged to do what he really wants to do. 
When he reports an incident of behavior he is asked, 
“What did you really want to do?” “Why didn’t you 
do it?” The patient who already has accepted him- 
self as an equal and a collaborator, begins to practice 
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what he has learned. He brings in reports showing 
how he has asserted himself in one or another 
life situation, and is complimented on his progress. 
Gradually, he learns to speak up for himself and 
to please himself as well as others. He literally 
learns to think of himself and for himself for the 
first time, whereas heretofore he has_ been 
apprehensive about the possibility of offending 
everyone with whom he comes into contact. The 
patient becomes his true self and, with this change 
in behavior, there comes a sense of freedom of action 
and a feeling of well-being which he has not experi- 
enced for many years. 

5. Finally, there is the need the patient has to 
emancipate himself from the influence of the physician. 
As the treatment progresses the patient should be 
advised to come less frequently for interviews. The 
medication should be reduced, then discontinued, 
and the dietary restrictions, if any, should be 
modified to approximate that of a normal diet. It is 
poor treatment to discharge a patient who is still 
on a rigid schedule of rest, exercise, diet and recre- 
ation. Not infrequently the patient merely exchanges 
one set of neurotic symptoms for another set of 
fixed medical regulations, which limit his activities 
and keep him a semi-invalid, who continues to rely 
on what the doctor told him to do many years 
previously. This breaking-up of the patient-physician 
relationship is of utmost importance. It may be 
emphatically stated that the patient is not cured 
until he has completely dismissed his physician; 
put aside his drugs, diets and routines; and 
progressed to the point where he feels free to act 
like a healthy, emotionally secure individual in 
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keeping with his own personal needs and social 
interests. 


2325 Eutaw Place 
Baltimore 17, Maryland 
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ARTICLE OF INTEREST 


The problems of the aging in the community 
are the responsibility of the whole community— 
the State as well as the Federal government. 

It might be more accurate not to use the term 
“problem”’ at all, because really the aged, them- 
selves, are not the problem. What we call “the 
problem of the aged” is caused by the com- 
munity’s having been taken by surprise and 
finding itself unprepared to face the rapidly 
changing population composition. Extension of 
the life span and the increase in the number of 
people in the seventh and even the eighth decades 
has brought about demands upon the community 
which require study, orientation and acceptance. 

The following figures indicate the size of the 
task. It is estimated that in Maryland persons 
over the age of sixty-five comprise more than 
8.5 per cent of the population. This means that 
the number of persons over sixty-five years old 
is approximately two hundred thousand. It is 
estimated that the annual increase of persons 
over sixty-five is about one third of one per cent 
of the total population. This means an addition 
of nine or ten thousand persons a year. About 
20 per cent of this number will be either partly 
or wholly insolvent, and will need public assist- 
ance. 

When the community adjusts to the social 
phenomenon of having in its midst large numbers 
of aging people, there will be no problems. 
In time the younger and the older elements will 
adapt themselves to each other and live com- 
fortably together. 

We need an authoritative body, not only to 
assume the direct responsibility of the state for 
those in need of public assistance, but even more 
to aid the community in adjusting to this social 
phenomenon. 

* A memorandum submitted to the Maryland Legislative 


Council Committee on Problems of the Aging, September 4, 
1958. 
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There is no state organization or voluntary 
philanthropic institution that has the money or 
the prestige to cope with the problems that are 
now facing society and that are constantly in- 
creasing. 

These problems are indeed many. They em- 
brace many facets of life. They are fimancial, 
social, educational, and organizational. They are 
problems of housing, of employment, of medical 
services, of educational facilities, and of provision 
for the recreation of older persons. 


‘FINANCIAL 


This subject must not be approached from the 
standpoint of charity. The older persons are not 
looking for a dole. It is by now well understood 
and fairly well accepted that these people have 
rights and that their demands on the community 
are justifiable. Today’s older generation was 
yesterday’s productive generation. The older 
person, therefore, simply asks for his share of the 
wealth that he helped to produce. Now this is 
largely taken care of by the social security system 
by which employed and employer periodically 
set aside a portion of earnings for the benefit of 
the producers in their old age. Thus, as time goes 
on, there will be more and more old people who 
will have their own incomes. However, in the 
meantime before the social security system is 
fully established, the State must assume the 
coordination and supervision of activities in 
which many institutions and _ organizations 
within the State are engaged. 

Even when the benefits of the social security 
system are liberalized, the need for a state 
authority will remain just as valid. The pro- 
visions of social security cannot remain static 
but will always be subject to the adjustments 
necessary to meet changing conditions. There are 
a few countries in Europe where social security 
payments are tied in with the changing costs of 
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living. It was found that a fixed sum could not 
meet the needs of beneficiaries with changing 
costs and prices. This seems logical when you 
bear in mind that social security is a long range 
plan. If any individual starts to set aside, in ac- 
cordance with the social security provisions, an 
X number of dollars periodically for his later 
ycars, he may find himself at the age of sixty-five 
or seventy with the purchasing power of his 
money reduced manyfold. Such long range pro- 
visions should be state responsibilities. Only the 
state can so plan for the future that individuals 
can really be secure. At the present time, when 
recipients of social security get only nominal 
sums, it is the obligation of the state to add the 
difference needed for their proper maintenance. 
There are many existing facilities that could 
serve the community much more efficiently and 
effectively if they were coordinated and guided 
by a recognized state commission for the aged. 


EMPLOYMENT 


The next task in line is employment. This, 
again, is a function that only the state, through 
its appointed commission can tackle. A great deal 
of educational work must be done with the 
public and employers to remove the resistance to 
employment of older persons. Research has 
proven that the older person is capable of pro- 
ducing profitably and skillfully. It has been 
shown by many tests that there is hardly any 
change in the productive ability of the individual 
up to the age of sixty or sixty-two and not very 
much change between sixty-two and seventy- 
two or seventy-three. 

In addition to the educational work necessary 
to retain an employee in his job as long as his 
health permits, studies should be made to find 
new types of employment for the older individ- 
ual. Practical nursing, companionship for the 
invalid and shut-in and certain types of institu- 
tional and library work should present such 
possibilities. Such surveys are being carried out. 
The prestige and authority of the state, however, 
are indicated to expedite these surveys and to 
prepare the public to accept the older person in 
employment. Recently, the State of New York 
enacted an anti-discrimination law against older 
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people. In time such actions may teach the com- 
munity to cease to look upon the calendar as the 
yardstick of ability for industrial or other human 
endeavor. 


EDUCATION 


Education, on the widest scale and highest 
level, has a tremendous task ahead and only 
large communities, with the help of the state, can 
undertake this work. 

Adult education is becoming more and more 
popular. However, this has to be vastly ex- 
panded. Education has several very important 
services to perform in this social phenomenon of 
an extended span of life and the increasing 
number of persons sixty-five and over. It is 
urgent to impress upon the public that education 
does not cease with public school, high school, 
college, or even the professional school. Educa- 
tion is a continuous activity for the old as well 
as the young. We live in an era of rapid achieve- 
ment in the fields of knowledge and the ever con- 
stant revelations of new scientific horizons. Many 
heretofore unknown facts and phenomena are 
uncovered daily. All this makes it obligatory 
upon all individuals who wish to live with the 
current stream of accumulated knowledge to 
continue their education and to be in the class- 
room almost as regularly as in their younger 
days. 

By furthering the development of adult educa- 
tion, the gap that now exists between the older 
and the younger persons in the community will 
slowly disappear. This will facilitate the living 
and working together of various age groups. 

For the person engaged in any skill, it is of the 
utmost importance to keep in step with current 
developments. Otherwise, he becomes a back 
number and unable to maintain his job against 
the competition of younger, better informed, 
more up-to-date colleagues. 

To grow old is in itself a skill. It takes study, 
self-training and self-discipline to advance in 
years and at the same time remain on even terms 
with one’s children, grandchildren, and friends. 
The shock of reaching old age may very well be 
avoided by gradual preparation for the years 
ahead. This is the responsibility of the educa- 
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tional departments of communities, State and 
Federal governments. It is well to remember that 
in growing old, we accumulate not only years 
but also a host of distorted behaviorisms and 
twisted psychologic traits which could be avoided 
or swept away by self-education as a broom 
sweeps away cobwebs. 

“Honour thy father and thy mother and thy 
days may be long upon the land which the Lord 
giveth thee.” The restoration of this command- 
ment in our family relationships will help to ease 
the woes of many an old person and may, to some 
extent, ease the community’s burdens. 


HovusING 


Housing is a vast undertaking. The situation 
today is not a happy one. Many older persons 
reside in old, dilapidated homes. Many have 
quarters in converted apartments and in slum 
neighborhoods. They are deprived of comforts 
such as proper plumbing, companionship and 
friendly neighbors. Many find themselves in 
boarding houses, nursing homes or state institu- 
tions; some of these are far from maintaining the 
standards of comfortable living. 


RECREATION 


Older persons need sunlight, space and open 
skies. Their physical well being depends a great 
deal on action and on motion. Their limbs stiffen 
much faster than those of young people. But 
older people may walk, swim, dance and play 
ball and other open air games and keep them- 
selves in fair physical condition. Facilities for 
these should be provided for them. 


MEDICAL SERVICES 


Medical services are still generally inadequate. 
The medical profession has accepted the chal- 
lenge presented by the extension of the human 
life span. Almost every state medical society and 
the American Medical Association have special 
committees to systematize and organize the 
study of geriatric problems. Many research lab- 
oratories are engaged in investigating the causes 
of and the cures for the deterioration that comes 
with advancing age. 
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Many older persons are confined to state 
mental institutions just to get them off the street. 
Statistically the situation is appalling. No state 
conscious of its responsibilities to its inhabitants 
can let the present conditions continue to exist. 
No philanthropist nor philanthropic organiza- 
tion can solve the problem. They can help, of 
course, but they cannot remove these difficulties 
by their own strength. 

A commission consisting of representatives of 
institutions engaged in activities pertaining to 
the older person should be created by legislative 
act. It should also have representatives at large 
to represent the public. There should be on the 
commission members from the legislative bodies 
so that the needs of the aged can be brought 
directly to the attention of the Legislature. 

The commission, as a living fact, will find its 
own way into this. undertaking and will delve 
into details as required. It is superfluous to add 
that the commission to be established will not 
find the area of its activities a barren field, un- 
tilled and uncultivated. On the contrary, there is 
by now a mass of knowledge and experience ac- 
cumulated during the past ten or fifteen years. 

In Maryland, a great deal has been done in 
this field. Surveys, panels and conferences have 
been carried out to study the problems and to 
acquaint the general public with situations that 
are developing. The commission will have many 
sources upon which to draw for information and 
guidance. Such a body is needed and should cor- 
relate facts and apply them to practical, every- 
day needs. This body should be a dynamic 
organization. A commission with authority, pres- 
tige and proper components will fulfill its func- 
tions. 

It is well to remember that the young of 
yesterday are the middle-aged of today, and 
will be the aged of tomorrow. They will enjoy the 
wise provisions planned for them today. The 
saying of King Solomon, “Cast thy bread upon 
the waters, for thou shalt find it after many 
days,”’ can have no better application. 
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Component Medical Societies 


ALLEGANY-GARRETT 
COUNTY MEDICAL 
SOCIETY 


LESLIE E. DAUGHERTY, M.D. 
Journal Representative 


HEALEY GOLD 


In the early half of the last century, gold was gold 
and still is; but 24 karat gold rarely is seen nowadays. 


The above bouillon cup and saucer of solid gold 
(24 Karat), was the hand work of the Dr. Healey 
families. Whole sets of dishes were a delight to any 
lady’s fancy, and, I daresay to any collector of 
antiques. 

The Doctors Healey comprised the grandfather, 
Patrick A., the son, Thomas A., and the grandson, 
Thomas A., Jr., all of whom practiced in Cum- 
berland. Another son, Maurice A., an attorney, 
organized and was the first president of the Pennsyl- 
vania Railroad. The two older physicians were in the 
Confederate Army during the War between the 
States. Thomas A., was a surgeon under General 
Stonewall Jackson and Dr. Patrick Healey was 
assistant surgeon in the Second Maryland Regi- 
ment Volunteer Infantry Potomac Home Brigade, 
under the command of Dr. G. Ellis Porter (Major) 
and Dr. Samuel P. Smith, Surgeon. Dr. Charles H. 
Ohr, a past president of the Medical and Chi- 
turgical Faculty of Maryland, was mayor of Cumber- 
land at the same time. 


HospitaAt ADMISSIONS 


Every sixth admission in the hospitals of the 
United States is a maternity patient. More than 
95 per cent of four million births took place in a 
hospital. 


In 1958 2,331 babies were born in the hospitals of 
Allegany and Garrett Counties. Fifty were stillborn. 


LONACONING MEDICAL NEWS 


Whereas Lonaconing had only one physician at 
the first of the year, it now proudly boasts of three. 
Doctors George Vash and Mikio Kato have recently 
located there. Dr. Leslie Miles has practiced there 
for several years. Dr. Vash will hold office hours 
three times a week in the neighboring town of 
Barton. 

This leaves Mt. Savage the only medical distress 
area without a physician. Mt. Savage is an industrial 
town of 3700 inhabitants, and a physician would do 
well there. The closest hospital is four miles away. 


PERSONALS 


Those in Florida or the Carribean area the past 
winter months were: Drs. Royce Hodges, Wylie M. 
Faw, Jr., A. J. Mirkin, Frank T. Cawley, Fuller B. 
Whitworth and Rhett R. Rathbone. 

At a recent meeting of the Five County West 
Virginia Medical Society, held at the Old Home- 
stead Hotel at Burlington, W. Va., your corre- 
spondent spoke on the subject of ‘““Otosclerosis.” 

Dr. Benedict Skitarelic, pathologist at Memorial 
Hospital, addressed the members of the Cumberland 
Civitan Club at their meeting held at the Central 
Y. M. C. A. His topic was “Cancer Research.” He 
amplified on the program being conducted by the 
American Cancer Society. 


ANNE ARUNDEL COUNTY 
MEDICAL SOCIETY 


SAMUEL BORSSUCK, M.D. 


Journal Representative 


The annual meeting of the Anne Arundel County 
Medical Society was held at Carvel Hall, on January 
25, 1959. This was a dinner meeting and was visited 
by Mr. John Sargeant, executive secretary of the 
Medical and Chirurgical Faculty. 

A new constitution and by laws for the county 
medical society was adopted. This was the first 
major revision of the constitution and bylaws since 
1914. The regular meetings of the society were 
changed from four per year to five, and are to be 
predominately scientific meetings. Business affairs 
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are to be taken care of by the executive board of the 
society rather than the entire society. 

The Anne Arundel County Medical Society now 
has 85 members, making it eligible for two delegates 
to the Medical and Chirurgical Faculty meetings. 

The newly elected officers are: 

Dr. J. Howard Beard, president 

Dr. John B. Reddy, vice-president 

Dr. Randall McLaughlin, secretary 

Dr. Irving Ochs, treasurer 

Dr. John Lyons, delegate 

Dr. Manning Alden, delegate 

Dr. Samuel Borssuck, journal representative. 

The next meeting of the Society was set for March 
18, 1959. 


BALTIMORE CITY MEDICAL 
SOCIETY 


CONRAD ACTON, M.D. 
Journal Representative 


The regular meeting of the Executive Board of 
the Baltimore City Medical Society was held 
Tuesday, February 10, 1959. President Whitehouse, 
who presided, covered a brief agenda. 

The resignation of Dr. H. Hanford Hopkins, 
president-elect, was presented. The members of the 
board were as dismayed and no further enlightened 
than when it was announced at the regular meeting 
four days before. Dr. Hopkins has served our society 
long and well. He has always had a great deal of 
interest and zeal for its advancement and well-being. 

A proper procedure for designating his successor 
was debated. Dr. Moses Paulson, chairman of the 
Committee on Constitution and Bylaws, outlined 
proper protocol. Dr. Paulson’s committee recom- 
mended appointment of a new nominating committee 
in accordance with the provisions in the constitution 
and bylaws. 

A letter received from the Joint Committee on 
the Use of Hospital Facilities involving the Maryland 
Hospital Service and the Hospital Council, from its 
chairman Dr. C. Reid Edwards was read. The 
members noted that none of that committee’s 
members were either radiologists or pathologists. 
Abuses of Blue Cross usage had been pointed out at 
the recent rate-increase hearings by radiologists. 
It appeared peculiar that neither of these specialties 
had representation on the committee. A committee 
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without radiologists or pathologists could not work 
from first hand knowledge. The findings could be 
discredited. Many felt that a general practitioner 
should be included instead of a closed slate of 
recognized specialists only. It was unanimously 
agreed that these sentiments be transmitted to Dr. 
Edwards as chairman of the committee and that it 
be urged that at least one radiologist and one 
pathologist be included in the Board’s membership. 
It was further felt that the radiologist and pathol- 
ogist should be in the private practice of medicine, 
not doing full time for an employer. 

Dr. Kimberly, treasurer, brought us up to date 
on our insurance affairs. The New England Life 
Insurance Company failed to achieve the state- 
required minimum of 600 subscribers to validate its 
GROUP LIFE insurance program. It seems an in- 
escapable conclusion that 600 subscribers cannot 
be obtained. A new plan has appeared. The new plan 
can be put into effect with 400 members minimum, 
and this many had been obtained for the old plan. 
There was no discussion; it was voted unanimously 
to change horses. 

LIABILITY INSURANCE coverage of the society is 
in the hands of Mr. Pollard, who was invited to this 
meeting to explain his proposal to transfer insurance 
from Lloyd’s of London to an American group 
carrier. Mr. Pollard stated that the claim experience 
so far with Baltimore City Medical Society had been 
very good; so good that it could be a bargaining 
lever to obtain a more favorable rate. Initially, when 
he arranged the contract, American companies were 
not interested and he had obtained the best deal 
with Lloyd’s. Unfortunately Lloyd’s is not licensed 
in Maryland and it is against Maryland law to 
mention non-licensed carriers in any advertising 
fashion whatever. The state insurance commissioner 
wrote a very sharp cease-and-desist letter to both 
Mr. Pollard and the society when the insurance was 
urged on our members. If the carrier were changed 
to a company licensed in Maryland, it would be 
feasible to solicit more members and perhaps gct 
an even more favorable rate with a larger number of 
subscribers. 

Many of the Board said that Lloyd’s had stood 
by us when we needed help and it was not 
particularly fair to switch from them now without 
cause. Mr. Pollard assured us that Lloyd’s would 
have the opportunity to meet any competing price 
if they wished, and on this basis it was moved to 
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ANNOUNCING 


A HIGHLY EFFECTIVE 
TRANQUILIZER FOR 
EXTENDED OFFICE 


PRACTICE USE 
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USEFULNESS 


POSITIVE CALMING 
ACTION ADAPTED 
FOR LOWER RANGE 
OF EMOTIONAL 
DISORDERS 


EXCELLENT 
TOLERATION — 
MARKED 
REDUCTION IN 
COMPLICATIONS 


The development of TENTONE® Methoxypromazine Maleate 
Lederle does not duplicate primary function of existing tranquilizers. 
TENTONE fills the need for a practical, potent agent for extended 
use in everyday practice (as illustrated above). 


Action of TENTONE Methoxypromazine Maleate approaches that 
of the strong phenothiazines without their drawbacks. Calming re- 
sponse is positive and rapidly apparent to both patient and’ physi- 
cian. However, as a basic phenothiazine modification, TENTONE 
allows full therapeutic application in the mild and moderate range 
of anxiety-tension and somapsychic disorders most usually seen in 
general practice. 


‘ 


Incidence of untoward reactions is exceptionally low and: approxi- 
mates the mild ataractic drugs. Reduction in sensitivity reaction, 
intestinal distress, blood, brain or liver toxicity is striking, particu- 
larly in the low dosage range. TENTONE exhibits greater freedom 
from depression and drug habituation. Physical and psychic orienta- 
tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe cases, this 
sedative effect may be desired. 


TENTONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 
distress or inadequate benefit are rare. 
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WHEN MORE THAN 
MILD SEDATIVE 
EFFECT IS DESIRED 


POSSIBLE 
POTENTIATION OF 
ANALGESICS 

AND NARCOTICS 


ADAPTABLE 
LOWER DOSAGE 
RANGES 


Consequently, TENTONE is more useful than other ataractic drugs 
in two areas: (1) mild to moderate conditions—when more than 
mild sedative effect is sought, (2) middle range of moderate to severe 
cases—when less than psychopathology is involved. 


Indications include ™ common anxiety-tension states ™ obsessive- 
compulsive behavior ™ neurosis ™ depression ® situational anxiety 
and hysteria 


And the emotional components of: ™ agitation ™ restlessness ™ 
tremors ™ insomnia ® alcohol- and drug-withdrawal syndrome 
hyperkinesis prenatal anxiety rheumatic disorders dermatoses 
=™ menopausal syndrome ® premenstrual tension ® peptic ulcer, 
other g.i. disorders ™ asthma, other allergy ® multiple sclerosis, arter- 
iosclerosis ® malignancy, other progressive diseases 


Since tranquilizing drugs may potentiate the action of pain-relievers, 
sedatives, and barbiturates, they should be used with caution in 
conjunction with them, or to achieve a greater response to these drugs 
in various conditions when desired. They may also be useful in 
reduction of effective dosage to better tolerated, or non-habituating 
levels. 


Dosage must be individualized to severity of condition and response 
desired. 


In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 
range from 100 to 1500 mg. daily in divided doses. 


Supplied: 10 mg., 25 mg. and 50 mg. tablets 


LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


PATHOLOGY LABORATORIES IN MARYLAND PROVIDING EXFOLIATIVE 
CYTOLOGIC INTERPRETATIONS 


For the past several years there have been repeated requests concerning the availability 
of cytology facilities in Maryland. The map shows where such facilities are available at the 
present time. The pathologists listed beneath the map are members of your local, state and 
national societies and are certified by the American Board of Pathology. Most of these pa- 
thologists have kits for your office use and will be glad to deliver them to you at your re- 
quest. 


. John K. Frost, M.D., University of Maryland, Baltimore, Ma. 

. Russell S. Fisher, M.D., Maryland General Hospital, Baltimore, Md. 

. Paul F. Guerin, M.D., 700 Fleet St., Baltimore, Md. 

. Walter C. Merkel, M.D., Union Memorial Hospital, Baltimore, Md. 

. Vernon H. Norwood, M.D., Church Home & Hospital, Baltimore, Md. 
. Robert Solomon, M.D., Sinai Hospital, Baltimore, Md. 

. J. A. Wagner, M.D., Lutheran Hospital, Baltimore, Md. 

. C. G. Warner, M.D., Mercy Hospital, Baltimore, Md. 

. Tobias Weinberg, M.D., Sinai Hospital, Baltimore, Md. 

. Henry Wollenweber, M.D., 11 E. Chase St., Baltimore, Md. 

. William V. Lovitt, M.D., Women’s Hospital, Baltimore, Md. 

. Manning Alden, M.D., Anne Arundel General Hospital, Annapolis, Md. 
. J. E. Ash, M.D., Suburban Hospital, Bethesda, Md. 

. Edward McGarry, M.D., Suburban Hospital, Bethesda, Md. 


. Oscar B. Hunter, Jr., M.D., Montgomery County Hospital, Olney, Md. 

. Daniel L. Weiss, M.D., District of Columbia General Hospital, Washington, D. C. 
. Robert J. Furie, M.D., Frederick Memorial Hospital, Frederick, Md. 

. J. H. Ramsey, M.D., Washington County Hospital, Hagerstown, Md. 

. Benedict Skitarelic, M.D., Cumberland Memorial Hospital, Cumberland, Md. 

. Kendrick McCullough, M.D., Peninsula General Hospital, Salisbury, Md. 

. E. C. H. Schmidt, M.D., Memorial Hospital, Easton, Md. 
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approve negotiations for a change of professional 
liability insurance carrier. 

President Whitehouse recalled that many years 
ago the Baltimore City Medical Society had an an- 
nual summer meeting or picnic. He proposed that it 
might be a good idea to revive this pleasant custom. 
Some of the board members were enthusiastic. 
Certainly anything that brings physicians and their 
families together in a congenial atmosphere is to be 
encouraged. The funds budgeted for the social hour 
of the annual faculty meeting are available since 
we ire not sponsoring it this year. Those who feel 
strongly about this matter should communicate with 
their friends on the board and express their opinion. 
If enough are favorably interested a committee will 
be appointed to arrange a picnic or summer meeting. 

President Samuel Whitehouse called the regular 
March meeting of the Baltimore City Medical 
Society to order Friday, March 6, 1959. An audience 
liberally sprinkled with wives of visitors and mem- 
bers added bright color to Osler Hall. The proposed 
new members were all elected as usual by written 
ballot. 

The Legislative Committee called the members’ 
attention to legislation now pending before the 
current Maryland Assembly. 

Nomination of a successor to president-elect H. 
Hanford Hopkins was initiated. Dr. Moses Paulson, 
chairman of our Constitution and Bylaws 
Committee, outlined the proper procedure. On his 
advice it was moved that a special nominating 
committee should consist of three available, 
immediate past presidents, and three members 
nominated from the floor. Drs. Palmer Futcher, 
Houston G. Everett, and Herman Seidel, were the 
nominees unanimously elected. Dr. Raymond C. V. 
Rangle inquired whether nomination from the floor 
would be permissible on the occasion of the election. 
He was assured by President Whitehouse that they 
would be. The Nominating Committee will present 
a nomination for the unexpired term at the reg- 
ular meeting on April 3. 

Under new business, Dr. M. B. Levin discussed 
Dr. Samuel Morrison’s resolution (No. 2) which had 
been unanimously approved at the preceding 
meeting. Dr. Levin stated that in passing Dr. 
Morrison’s resolution (No. 2) the Baltimore City 
Medical Society tacitly accorded to the city’s hos- 
pitals some regulatory power over the practice of 
medicine. Dr. Levin declared that the State of 
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Maryland, through the State Society, should be the 
only regulator of medical practice. Because of such 
tacit and implied allocation of the state’s sovereign 
supervisory and regulatory rights, he wanted Dr. 
Morrison’s resolution (No. 2) to be reconsidered and 
reworded. 

Dr. Samuel Morrison and several others claimed 
that such allocation of sovereign rights was not in 
any way intended or implied by the resolution 
(No. 2). On motion, Dr. Levin’s motion to recall was 
tabled. Considering that the resolution (No. 2) 
refers to requirements for hospital accreditation, and 
since less than half the physicians in Baltimore have 
hospital privileges, it is difficult to see how the 
resolution (No. 2) can be applied to “regulation of 
the practice of medicine by all the physicians in the 
state.” There is no doubt, however, that the practice 
of medicine is being encroached upon by non- 
medically licensed corporations in various ways and 
from various angles from day to day. 

Dr. Nathan Berman was called on to say a few 
words about “Medico” as a background for the 
speaker of the evening. Dr. Berman told of the 
development of this private group that is not spon- 
sored by any federal, state or philanthropic organ- 
ization. He pictured it as “a simple group of 
physicians moved to help the indigent in poverty- 
stricken areas.” While the United States has one 
physician in 700 population, there are places in the 
world where more than 2,000,000 people have no 
qualified physician. He sent a questionnaire to 
Maryland physicians and, of the 1600 mailed, there 
were about 200 responses of availability. This 
compared favorably with the 800 who volunteered, 
or stated they were available, in other areas of the 
United States where the questionnaires had been 
sent. 

Dr. Richard TeLinde, speaker of the evening, 
followed closely his title “Observations on a Recent 
Medical Assignment to Arab Refugees in Jordan.” 
Obviously ideally suited to lead the first pilot team 
of ‘‘Medico,” he said at the outset that he had “‘been 
so quoted and misquoted, interpreted and mis- 
interpreted,” that he “hoped to have an opportunity 
to set some of the record straight.” 

He defined an Arab as a “‘Semite who has had very 
bad breaks over the past 400 years,” ascribable to 
the Turkish occupation and British interregnum 
periods. He presented Arab customs as_ they 
pertained to medicine in different Arab states. 
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Jordan contrasted particularly with Lebanon, both 
Arab countries. The one was described as being 
backward and largely illiterate, where education has 
been kept from the masses, while the other is very 
literate and “much too hospitable.”’ Color-slides of 
the countryside, buildings, and people were remark- 
ably good and added much to this wholly enjoyable 
travelogue. 

Coffee and doughnuts served by the Woman’s 
Auxiliary prolonged the pleasant meeting. 


At a meeting of the Executive Board on Tuesday, 
March 10, a number of matters of policy were dis- 
cussed but little action was taken. 

The relationship between associate members, 
internes, and others regarding eligibility for physi- 
cians’ defense was discussed in some detail. It was 
generally agreed that associate members were not 
eligible, but that internes were eligible if licensed in 
the state, as they were active membets. 

Considerable discussion was also given a commit- 
tee’s request for defraying expenses incident to the 
members’ work thereon. Questions came up of 
mileage and meals, as well as the indicated extra 
secretarial help, stationery and stamps. The board 
decided that such expenses were the responsibility 
of the committees. It was agreed that should one 
committee be reimbursed for their private secre- 
tary’s work done for the committee, it could soon 
get out of hand, and expenses not only of committees 
but also of delegates and others for various activities 
could ruin the budget. Also, as one member put it, 
“the opportunity for service to the society would be 
taken away.” 

The resignation of Hanford Hopkins as president- 
elect was clarified by his letter to the Executive 
Board. Dr. Hopkins gave as reason his considerable 
animus regarding compulsory social security for 
physicians. He feels strongly that “compulsory social 
security for physicians is just another edge of the 
creeping socialism engulfing this country.” He re- 
gards those favoring it as simply voting another tax 
on themselves. He has felt uneasy at being an official 
representative ever since the city society straw-voted 
slightly in favor of compulsory social security. There 
was discussion by the board whether the members 
should have resigned at the time the result of the 
poll was announced. They are all opposed to it. This 
prejudice, coupled with an illness at the end of the 
year, fortified his conviction and he resigned. We are 
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sorry to lose the services of a man of Dr. Hopkins’ 
integrity. 

This points up a problem that the Committee on 
Constitution and Bylaws should face. Suppose the 
entire elective panel of the society should resign en 
masse? What then would be the procedure, Chiair- 
man Paulson? 

Dr. Newland Day, chairman of the Legislative 
Committee, called the Executive Board’s attention 
to the Keough-Simpson Bill, legislation that would 
permit the self-employed to develop an annuity re- 
serve up to 2,500 dollars a year with tax preference. 
The AMA has joined the group supporting the bill. 
The bill is opposed by the Treasury Department 
because of the income tax features. 

The Executive Board understands, on advice from 
legal counsel, that it is all right for a nonprofit organ- 
ization to lobby for isswes and express its opinion 
thereon, although it may not lobby for a candidate 
and remain tax exempt. Dr. Goldsborough, who 
preceded Dr. Day. in -the Legislative Committee 
chairmanship, strongly advocated that all physicians 
individually write to their congressmen and senators 
in favor of the above bill. He suggested as a mat- 
ter of technique they write “by hand” and avoid any 
“‘mass-form” appearance in the letters. Write to 
encourage the senators who voted for it last time to 
stand fast this time and to those against it to change 
their votes. The physicians’ own handwriting, he 
believed, would lend a great deal of strength. 


* * * 
CLARIFICATION 


At the meeting of the Baltimore City Medical 
Society held on December 5, Dr. Samuel Morrison 
presented a resolution calling on the city society and 
the Accreditation Board to do away with compulsory 
hospital staff meetings and some of the aspects of 
medical record keeping. I seconded the motion and 
strongly urged its adoption. In discussing the motion 
I did point out that there might be some difficulty 
in getting the staffs of the smaller hospitals to sup- 
port the measure because of the competition between 
them for house officers. However, I did not mean to 
imply that this difficulty could not be overcome or 
that I felt the measure advocated by Dr. Morrison 
was “unrealistic,” as I was quoted as saying in the 
record of the meeting in the Maryland State Medi- 
cal Journal. 

Ordinarily the straightening out of this error would 
not seem to me of sufficient importance to take up 
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space in this journal. However, I am so much in 
favor of Dr. Morrison’s measure which incidentally 
the city society passed, unanimously, that I do want 
to stand with those who are 100 per cent in favor of 
it. On the night of the meeting I stated that it 
seemed to me not unlikely that if our society passed 
this resolution, similar action would be taken by 
other societies—in fact, that a chain reaction might 
be started. Incidentally, I have heard rumors in the 
last few days that possibly the Accreditation Board 
may lessen in some respects some of its regulations, 
at least that they are considering doing so. Let us so 


Leo Brapy, M.D. 


BALTIMORE COUNTY 
MEDICAL 
ASSOCIATION, INC. 
CHARLES HERMAN WILLIAMS, 
M.D. 


Journal Representative 


The regular meeting of the Baltimore County 
Medical Association, Inc. was held Wednesday, 
February 18, 1959, 1:00 P.M., at the Rosewood 
State Training School. President Clarence E. 
McWilliams presided. 

Dr. Medairy welcomed the members and guests 
of the Association to Rosewood. 

Dr. Reese introduced the speaker, Dr. Michael 
Elyan, pediatrician in consultant capacity at Rose- 
wood. Dr. Elyan’s topic was “A Peripatetic Pedia- 
trician Looks Back.” 

Dr. McWilliams announced that the Doctors’ 
Day supper dance would be held on Sunday evening, 
April 5 at the Mardi Gras Supper Club, 6810 Harford 
Road, with cocktails available from 5 to 6 P.M. and 
supper at 6:00 P.M. 

The following were voted into membership: 

Dr. Abdulkadir Sani Okutman—Active 

Dr. Donald Straus—A ffliate 

Dr. John A. Askin—A ffliate 

Dr. Lester H. Caplan—A fhliate 

Dr. J. Nelson McKay—Transfer from Balti- 
more City 

A discussion was held on the proposal to limit 
the number of staff and departmental meetings 
which doctors are required to attend at the various 
hospitals. It was decided that the matter would be 
teferred to the Board of Governors for their con- 
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sideration and to present a recommendation to the 
membership at a future meeting. 

It was unanimously voted that the constitution 
and bylaws be put in final printed form as soon as 
the committee had made all final corrections. Dr. 
Randol requested that attention be paid to the 
section pertaining to reinstatement of doctors who 
had been suspended for non-payment of dues or 
other reasons. 


FREDERICK COUNTY MEDICAL 
SOCIETY 


LOUIS R. SCHOOLMAN, M.D. 
Journal Representative 


The regular February meeting was held at the 
Francis Scott Key Hotel February 17. The speaker 
of the evening was Dr. Roger Baker, Professor of 
Urology at Georgetown University, who spoke on 
“Pathologic Calcification of the Kidney—Fact 
and Fancy.” We learned many facts which were 
presented in a most interesting way. 

During the business meeting which followed, the 
new constitution was finally adopted, after many 
revisions. 


MONTGOMERY COUNTY MEDICAL 
SOCIETY 


CHARLES FARWELL, M.D. 


Journal Representative 


Our county medical society was privileged to help 
sponsor a distinguished report on MEDICO at the 
National Institutes of Health. 

Plans are progressing for construction of a hospital 
in Silver Spring. Many of our member doctors have 
given selflessly of their time, efforts and money to 
build a new hospital for the people of this area. Their 
years of dedicated contribution are resulting now 
in a community asset. One hundred and fifty beds 
are planned for completion in two years with further 
expansion to 300 beds. 

Ralph Cohen, M.D., a pediatrician in Wheaton, 
Maryland, a graduate of the University of Maryland 
School of Medicine, 1916, and active member in good 
standing of this society since December, 1953, was 
made a life member of this society, and recommended 
to the Medical and Chirurgical Faulty for emeritus 
status. 
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County public health doctors and staff are cooper- 
ating with our society’s efforts to have all people in 
our county immunized against polio. 

An appreciation honoring his first two years as 
executive secretary with our society was given Mr. 
John Loy, together with a considerable increase in 
salary, travel expenses, and office personnel. 

Another service provided without compensation 
to citizens of our county is the Montgomery County 
Medical Speakers’ Bureau. Health talks recently 
given have covered such topics as: retarded children, 
child development, heart disease, recent develop- 
ments in cardiology, facts about the tuberculin test, 
breast self-examination, cancer detection, and mental 
health. Medical doctors who are credited with 
giving talks are: Harold H. Mitchell, Peter Santucci, 
Sarah S. Tenenblatt, George Sharpe, Seruch T. 
Kimble, Edward Lewis, Jr., James A. Roberts, 
Avron H. Maser, Robert Sherman, Charles Warfield, 
Blaine Eig, and Henry P. Laughlin. 


PRINCE GEORGE’S COUNTY 
MEDICAL SOCIETY 


JOHN S. HAUGHT, M.D. 
Journal Representative 
The Prince George’s County Medical Society 


convened for a dinner meeting on March 3 at the 
Prince George’s Country Club. 
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Highlight of the evening was the main address, 
given by Dr. Marvin A. Block, chairman, Committee 
on Alcoholism for the American Medical Associ- 
ation. The title of Dr. Block’s address was “Modern 
Methods in The Treatment of Problem Drinkers.” 
We were all most appreciative of Dr. Block’s ad- 
dress, not only because of the high caliber of his 
remarks, but also because of his personal effor' to 
attend the meeting. He made a flying trip here from 
Buffalo, where he is clinical professor of medicine 
at the University of Buffalo. 

The stimulus for this high level meeting was sup- 
plied by the fact that Prince George’s County is 
actively engaged in the establishment of a special 
center for the handling of alcoholic patients. The 
meeting was intended to stimulate interest, both in 
the physician and the public in general, to the fact 
that alcoholism is a community problem, and that 
with establishment of the center, group psycho- 
therapy as well as in-patient treatment can be 
afforded these patients. - 

Dr. Abraham Schneidmuhl, who is actively par- 
ticipating in the project in our county, discussed 
Dr. Block’s paper and outlined the program in our 
county. 

It might be added that some of our members 
were so impressed by the subject matter that follow- 
ing the meeting they adjourned to the cocktail 
lounge in order to study at first hand the effects of 
alcohol on the human body. 


School. 


PSYCHIATRIC CONTRIBUTIONS TO PEDIATRIC PROBLEMS 
May 16-17, 1959 


Under the cosponsorship of the Baltimore Psychoanalytic Institute and the Maryland and 
District of Columbia Chapters of the American Academy of Pediatrics, and with the coopera- 
tion of the Psychiatric Institute, University of Maryland, School of Medicine, a course will be 
presented entitled PsycHIATRIC CONTRIBUTIONS TO PEDIATRIC PROBLEMS. The director of 
the course is Dr. Reginald S. Lourie, member of the Baltimore Psychoanalytic Institute, 
director, Department of Psychiatry, Children’s Hospital, Washington, D. C. and associate 
clinical professor of psychiatry, University of Maryland, School of Medicine. The visiting 
codirector is Dr. Julius Richmond, professor of pediatrics, Syracuse University Medical 


There will be no registration fee or charge for this course. 
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Obituaries 


William A. Bridges, M.D. 
1881—1959 


Dr. William A. Bridges, former superintendent of 
Eudowood Sanatorium, died unexpectedly February 
23. He was 78. 

Born in North Carolina, Dr. Bridges was a grad- 
uate of Wake Forest College and the University of 
Maryland Medical School. He interned at Baltimore 
City Hospitals, after which he became assistant 
physician at Eudowood. 

After a two year tour of duty with the United 
States Army Medical Corps, Dr. Bridges returned 
to become director of the Maryland Tuberculosis 
Association. He served many years with this organi- 
zation, and traveled extensively, setting up clinics 
in rural areas. 

In 1921 Dr. Bridges was named superintendent 
of Eudowood, a post which he held until his retire- 
ment in 1951. Two years ago that hospital paid 
special tribute to him by observing “Dr. Bridges 
Day.” Former patients from all over the country 
joined the staff and directors of the sanatorium in 
testimonial to him. 

He is survived by his wife, Serena Selfe Bridges. 


John De Diederick Bubert, M.D. 


1884-1959 


Dr. John D. Bubert died March 19 at the age of 
75. He had practiced medicine in Baltimore for 47 
years. 


In addition to his membership in the Baltimore 
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City Medical Society, the Medical and Chirurgical 
Faculty and the A.M.A., Dr. Bubert belonged to the 
American Academy of Medical Practices, the 
Ophthalmological Society and the Maryland Acad- 
emy of General Practice, of which he was a founding 
member. 

He was on the staff of the Maryland General 
Hospital, the Church Home and Hospital, and the 
Presbyterian Hospital. He was one of the founders 
of the Lutheran Hospital. 

Surviving Dr. Bubert is his wife, Elizabeth Tinker 
Bubert. 


Charles T. Woodland, M.D. 


1903-1959 


Dr. Charles T. Woodland passed away on March 
25. He was 56 years old. 

Dr. Woodland graduated in 1929 from Howard 
University College of Medicine in Washington, 
D. C. He practiced at 861 Harlem Avenue. 

Dr. Woodland is survived by his wife, Maude 
Woodland, as well as two brothers, also physicians 
and two sisters. 
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\ | N I. RIDGEWAY TRIMBLE, M.D. 
Cl IL D E S cones. Committee on National 
Emergency Medical Service 


EDITOR 


EMERGENCY RELOCATION SITES FOR HOSPITALS 


The list that follows is incorporated in the Maryland State Survival Plan which is now under review in 
the Office of Civil and Defense Mobilization at Battle Creek, Michigan. This Plan is also out for review in 
Baltimore City and all of the counties by their Civil Defense directors and medical deputies. The sites given 
therefore are only projected locations in the present stage. The list includes all institutions housing patients 
which are considered to be in hazardous locations from the standpoint of a nuclear attack. In such an emer- 
gency it is conceived that, if warning time were to permit, movement under care to these sites would be in- 
dicated for about 15 per cent of patients in the listed institutions. 


Hospitals and Relocation Sites in the Baltimore Area 


Hospitals 


Lutheran Hospital of Md. 

St. Agnes Hospital 

Jenkins Memorial 

University Hospital 

South Baltimore General 
Baltimore Eye, Ear, and Throat 
Hospital for the Women of Md. 
Doctors’ Hospital 

Union Memorial 

USPH Service Hospital 

Sinai Hospital of Balto. 
Levindale Hebrew Home and Infirmary 
Mount Pleasant Home 
Eudowood Sanatorium 

Mercy Hospital 

Maryland General 

St. Joseph’s 

Veterans Hospital of Balto. 
Presbyterian Eye, Ear, and Throat 
Home for Incurables of Balto. 
Montebello State Hospital 
Provident Hospital 

Children’s Hospital School 
Happy Hills Convalescent Home 
Sheppard and Enoch Pratt 
Spring Grove State 

Taylor Manor 

Seton Institute 

James L. Kernan Hospital 

Mt. Wilson State 

Fort Howard Hospital 
Baltimore City Hospitals 

Johns Hopkins 

Church Home and Hospital 
Bon Secours 

Franklin Square 

St. Gabriels Convalescent 


Relocation Site 


Severn School, Severn 

Severn School, Severn. . 

Severn School, Severn 

Belvedere School, Arnold 

Belvedere School, Arnold 

Hannah More Academy, Reisterstown 
Hannah More Academy, Reisterstown 
McDonogh School, McDonogh 
McDonogh School, McDonogh 
McDonogh School, McDonogh 

Masonic Home, Cockeysville 

Masonic Home, Cockeysville 

Masonic Home, Cockeysville 

Masonic Home, Cockeysville 

Sparks Elementary School, Sparks 

Sparks Elementary School, Sparks 

Sparks Elementary School, Sparks 
Seventh Dist. Consolidated Sch., Parkton 
Seventh Dist. Consolidated Sch., Parkton 
Seventh Dist. Consolidated Sch., Parkton 
Seventh Dist. Consolidated Sch., Parkton 
Seventh Dist. Consolidated Sch., Parkton 
Rosewood Training School, Owings Mills 
Rosewood Training School, Owings Mills 
Fifth District Consolidated School, Upperco 
Springfield, State Hosp., Sykesville 
Springfield, State Hosp., Sykesville 

St. John’s High School, Westminster 
Johnsville Elem. School, Sykesville RFD 
Mechanicsville School, Sykesville 

Perry Point VA Hosp., Perry Point, Md. 
Hall’s Cross Roads School, Aberdeen 

St. Margaret’s High School, Bel Air 

St. Margaret’s High School, Bel Air 
Guilford Elementary School, Guilford 
Guilford Elementary School, Guilford 
Guilford Elementary School, Guilford 
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Walter Reed Army Hospital, D. C. 


Projected Relocation Sites in the Washington Area 


Hospitals Relocation Site 

D. C. General Hospital, D. C. Malcolm School, Malcolm 

Eastern Dispensary & Casualty Hospital, D. C. Malcolm School, Malcolm 

Hadley Memorial Hospital, D. C. Malcolm School, Malcolm 

D. C. Village and Junior Village, D. C. Archbishop Neal School, La Plata 

St. Elizabeth’s Hospital, D. C. St. Mary’s Seminary, Leonardtown 
Georgetown University Hospital, D. C. Hood College, Frederick 

Mt. Alto V.A. Hospital, D. C. Hood College, Frederick 

Providence Hospital, D. C. Hood College, Frederick 


Middletown High School, Middletown 


ETHICS CORNER 


Editor’s Note: Queries regarding ethical problems are received from time to time in the Faculty 
office. In many cases, these queries deal with situations that arise almost daily in the practice of 
medicine. In other cases they are extremely unusual situations which would not occur again for 
many years. In an attempt to acquaint the membership of the Faculty with some of the answers 
to these everyday situations, this new ETHICS CORNER is being instituted. If you have a ques- 
tion on ethics to which you would like an answer, direct your inquiry to the Editor, Maryland State 
Medical Journal. 

One of the most persistent queries that is received in the Faculty office deals with the type 
of notice a physician may mail out, distribute or insert in a newspaper, magazine, etc., regard- 
ing his practice. This type of query ranges from a new physician establishing himself in prac- 
tice to the long established physician who is changing his location or office hours. The answer 
to this problem is clearly defined in the Medical Practice Act of Maryland. 

Section 145. All advertising by all persons practicing medicine and surgery in this state is 
prohibited except the following: 


(a) A physician or surgeon may use a personal professional card of not ngore than 314” x 2”, 
upon which may be printed only his name, title, address, specialty, telephone number and 
office hours. 

(b) Removal notices may be mailed by any physician or surgeon notifying any bona fide 
patient of said physician or surgeon that he is removing his offices from his present address to 
the address set forth on said notice. Such notice shall be not more than 5” x 7” and may only 
contain the name, title, specialty, telephone number, office hours and new address and old 
address. * 

(c) Each physician or surgeon may exhibit on the door or wall of the building wherein he 
practices not more than two signs on which may be placed the name and title or degree of 
such person, and his specialty, the letters of which shall not exceed three inches square. In 
addition he may exhibit such sign on the door of his office in addition to those on the door or 
wall of such building. 

146. Any person practicing medicine or surgery who shall solicit or advertise by mail, card, 
newspaper, pamphlet, radio or otherwise to the general public, except as set out in Section 
144A, shall be guilty of a misdemeanor, and upon conviction thereof shall be fined not less 
than $50.00 nor more than $300.00 for each offense. Provided, however, that notice by mail 
to bona fide patients of times for periodic examinations shall not be construed as soliciting or 
advertising. 

147. A violation of the provisions of Sections 144A or 144B shall constitute unprofessional 
conduct and the license of any physician or surgeon guilty of such violation shall be subject 
to revocation as set out in 144. 


* This is construed to NOT prohibit the mailing of notices of the association of new physicians with 
others and assumption of practices by new or old physicians. 
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Louise D. C. King Librarian 
“Books shall be thy companions; bookcases and shelves, 


Medical and Chirurgical Faculty | 
of Maryland 


Presented 


thy pleasure-nooks and gardens.” Ibn Tibbon 


Lrprary Hours: Monday through Friday 9 a.m. to 5 p.m. 
PARKING AVAILABLE IN REAR OF BUILDING 


THE MEDICAL AND CHIRURGICAL 
FACULTY OF THE STATE OF 
MARYLAND 


In these days of the leveling-off process when 
everyone must conform to the pattern or group and 
individuality is at a premium, we can be justly 
proud of our adherence to the name under which we 
were incorporated in 1799. 

Just the name itself shows we are one of the oldest 
state medical societies, with a long record of achieve- 
ment. We have gone steadily forward, have always 
been a power for the betterment of medicine in 
Maryland and a pioneer in many projects. We have 
changed with the times, have not hesitated to adopt 
new ideas and methods when proven better than 
the old, but we do have a history, a background on 
which to work, and nothing shows this so plainly 
as our name. 

How certain phrases came into our everyday lan- 
guage and the derivation and usage of words is a 
fascinating study, and the terminology of medicine 
is a particularly rewarding field, with so many of 
the roots still visible. 

The word chirurgeon from the Greek cheir, mean- 
ing hand and ergon, work to accomplish by hand, is 
in England a sixteenth century reversion to the 
Greek original. In present day French and German 
the word for surgery is chirurgie, so that to anyone 
having only a slight knowledge of those languages, 
the use of chirurgical in our name is quite under- 
standable. 


The word faculty is less well known. Facullas in 
Medieval Latin, was a translation from the Greek. 
Faculty was first used in 1184 A.D. as meaning a 
department of learning, and is still used in that sense 
today as a teaching staff of a university. Perhaps that 
is the reason people sometimes think of our Society 
as a medical school. In 1500 the word faculty came 
to be used as a body of a professional group, such as 
the legal faculty or the medical faculty, and it is in 
that sense the word is used in our name. 

The American public spends millions of dollars a 
year in travel to other countries to steep itself in 
tradition. Let us not forget that our own country 
has a wealth of history and tradition, often ignored 
in our headlong rush for modernization. 

May we change only when it is for the better and 
never give up things which are good, have a purpose 
or meaning, just for the sake of running with the 
herd. All over the United States we are affectionately 
known as the “Old Med. and Chi.” We can think of 
no better public relations. 


Old Time, that greatest and longest es- 
tablished spinner of all!...his factory is 
a secret place, his work is noiseless, and his 
Hands are mutes. 

Dickens—Hard Times. 
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SOCIETY OF 7 PATHOLOGISTS 


Louis B. Tuomas, M.D., President Epwarp C. McGarry, M.D., Secretary 
Suburban Hospital, Bethesda, Md. 


THE MEDICAL EXAMINER’S CASE 


According to law (Article 22 of the Annotated Code of Maryland) the medical ex- 
aminer must investigate the essential facts concerning the medical causes of death in the 
following cases: 

1. When violence, suicide or casualty (including homicide, poisoning, criminal abor- 
tion, rape, accident, therapeutic misadventure, drowning, or anesthetic death) causes or 
contributes to the cause of death. 

2. When death occurs in a suspicious or unusual manner. 

3. When the subject has been in apparent good health or when unattended by a physi- 
cian. 

All deaths fulfilling one of the above criteria are to be reported to the medical ex- 
aminer via the local police department or sheriff. The only exception to this rule is that 
any case of anesthetic death (anesthesia causing or contributing to death) shall be reported di- 
rectly to the medical examiner by telephone. 

Several rules and regulations have been promulgated by the Maryland Post Mortem 
Examiner’s Commission to help clarify the Post Mortem Examiner’s Law. 

1. Certain cases may be released to the hospital by the medical examiner (for autopsy 
if legal permission has been obtained by the hospital): 

a. Death from acute or chronic alcoholism without manifestation of trauma. 

b. Death from accidental burns, occurring in the home. 

c. Death or sudden death associated with a therapeutic misadventure. 

d. Death following a fracture in an elderly person and resulting from a simple fall in 
the home. 

In all these cases the death certificate must be countersigned by the medical examiner. 
The hospital must provide him with a copy of the autopsy protocol or clinical diagnoses. 

2. Dead-on-arrival cases need not be reported to the medical examiner if: 

a. The physician who pronounces death has previously attended the patient. 

b. The hospital staff has attended the patient. 

These two conditions apply when the external examination of the body and the history 
of terminal illness show that death was due to the disease for which the patient was being 
attended. 

3. If, during routine autopsy by a hospital pathologist, evidence is encountered which 
indicates that the case should come under the jurisdiction of the medical examiner, the 
pathologist should discontinue the autopsy and notify the medical examiner. 

If there is any question as to whether or not a death should be considered a medical 
examiner’s case, the medical examiner should be promptly consulted. 
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MARYLAND MEDICAL SERVICE, INC. 


Report of the President 


JOHN E. SAVAGE, M.D.* 


It is a pleasure to report that the Maryland Blue 
Shield Plan has completed another year of important 
progress in helping its subscribers meet the cost of 
professional care. This, our eighth year of operation, 
has shown significant increases in all phases of our 
activities. 

Although our membership growth was not as 
great as it was in 1957, it was nevertheless 
substantial. The net increase in Blue Shield enroll- 
ment amounted to 32,957 members, a gain of 6.8 
per cent for the year and bringing our total enroll- 
ment to 516,346. Good gains in enrollment among 
groups which had not previously carried Blue Shield 
protection more than offset the losses occasioned by 
cutbacks in heavy industry and their resultant 
layoffs. At year’s end, Blue Shield enrollment stood 
at 50.7 per cent of that of its companion Blue Cross 
Plan, up from 47.5 per cent a year ago. 

Plan B, which became -effective the first of the 
year, numbered 16,004 members on December 31, 
1958. The growth of this segment of Blue Shield 
enrollment, while not rapid, has been constant and 
has shown a marked increase during the last half 
of the year. Any new program is bound to have 
slow acceptance at first, particularly when it is a 
more costly one. Our enrollment representatives are 
finding increasing interest in the new plan, however, 
and it is their feeling that its progress will continue 
to be steady. 

As would be expected, there has been a 
corresponding financial growth during the year. 
Total income for 1958 was 6,421,753 dollars, of which 
amount 5,817,718 dollars, or 91 per cent, was paid 
out in benefits for subscribers. Operating expenses of 
573,642 dollars accounted for 8.9 per cent of income, 
leaving only 4,626 dollars for deposit to unallocated 
reserves. In other words, the plan operated on about 
a break-even basis for the year. This was not unex- 


* Given at the Ninth Annual Meeting of Maryland Medical 
Service, Inc., February 25, 1959. ; 


pected, as the rate of utilization of benefits by 
subscribers has been increasing slowly but steadily 
for the past several years. 

During 1958 a total of 69,675 members received 
Blue Shield benefits under Plan A and Plan B 
programs, while another 21,172 received care under 
the special “Steel” plan. The previous year, these 
figures stood at 54,906 and 21,436, respectively. 
Thus, there was an overall increase of 19 per cent 
among subscribers who received Blue Shield benefits 
last year. 

These benefits comprised 96,229 separate medical, 
surgical, obstetrical or ancillary services under 
Plans A and B. A further 40,471 such services 
provided under the “Steel” program produced a 
total of 136,700 claims of all types. This means that 
the plan processed .an average of 2,629 claims per 
week during the year. 

About 47 per cent of all services covered for Plan 
A and Plan B members fell into the surgical category, 
either in or out of the hospital. About 12 per cent 
involved medical admissions, just over 8 per cent 
comprised obstetrical benefits and the remaining 
33 per cent consisted of the various ancillary services 
(anesthesia, surgical assistants, consultations, emer- 
gency X-ray, and radiation therapy). The “Steel” 
plan, being primarily a surgical and out-of-hospital 
diagnostic program, concentrated about 46 per cent 
of its services in the surgical field and another 48 per 
cent in ancillary and out-of-hospital diagnostic 
services. The remaining 6 per cent of the services 
comprised, in the main, obstetrical cases. 

During the year, Maryland Medical Service, Inc. 
continued its operation as fiscal agent for the 
“Medicare” program in Maryland. In this capacity 
it handled 5,554 claims for professional services by 
Maryland physicians to the wives and children of 
active duty service personnel, the total amount 
paid being 458,042 dollars. Full details of the oper- 
ation of this program will be fully set forth in a 
separate report to the Medical and Chirurgical 
Faculty by Dr. Wilson L. Grubb, chairman of the 
society’s Medicare Medical Advisory Committee. 
Medicare is strictly a servicing operation and does 
not directly affect the financial experience of Mary- 
land Blue Shield. 

The Physicians’ Relations section has continued 
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its efforts during the year, and over 600 physicians’ 
offices throughout the state have been personally 
visited by plan representatives. A number of dinner 
meetings for physicians’ office assistants have been 
held and the response to these has been most grati- 
fying. 

At the end of the year there were 2,498 physicians 
in Maryland participating in their Blue Shield Plan. 
This compares with 2,345 a year ago and represents 
over 95 per cent of the actively practicing physicians 
in the State. During 1958 about 95 per cent of all 
Blue Shield payments were made to Maryland 
participating physicians. The greater portion of the 
remainder was paid to out-of-state physicians, most 
of whom were Blue Shield participants in their own 
states. 


ANNUAL 
1959 ATLANTIC CITY: 


JUNE 8-12, 
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I take this opportunity to extend our sincere 
thanks to the members of the board of trustees and 
to the members of our Medical Relations and 
Reference and Appeals Committees, all of whom 
have contributed heavily, in both time and effort, to 
our operations during the year. Dr. Karl F. Mech, 
our medical director, who assumed office early in the 
year, has been tremendously helpful in the various 
medical phases of our program. To Mr. Dabney 
and Mr. Kelly and their excellent staff go our sincere 
thanks for a job well done. 

The continuing support and assistance of all our 
fellow physicians and surgeons will assure an even 
more effective Blue Shield program during the 
coming year. 


MEETING OF THE 
ASSOCIATION 
NEW JERSEY 
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Heart Page 


A SERVICE OF 


OXYGEN THERAPY 


ABRAHAM GENECIN, M.D. 


From time to time it is well to evaluate principles 
of treatment. Oxygen, which is freely used in hos- 
pitals and homes, is certainly a venerated thera- 
peutic agent. Under what circumstances is it desir- 
able to make more than the atmospheric proportion 
of the vivifying gas available to the sick? 

The indication for oxygen treatment is hypoxia 
(or, as it is sometimes called, anoxia). Deficient 
oxygenation of the tissues may result from diverse 
circumstances, some of which occur suddenly and 
others slowly. It is well to keep in mind the distinc- 
tions between hypoxia and other conditions which 
are not benefited by oxygen. Cyanosis, ischemia, 
dyspnea, and air hunger can be included in the latter 
category. Severe hypoxia may exist with no cyanosis, 
as, for example, in profound anemias. Ischemia, 
which refers to inadequate blood flow, may or may 
not result in localized hypoxia depending on the 
circulatory arrangements in the affected structure. 
Dyspnea is too often considered a reason for using 
oxygen when, in fact, dyspnea is rarely related to 
hypoxia. Mechanical limitations in breathing, poor 
ventilation, obstruction of the major or minor air- 
ways, inadequacies of diffusion across the alveolar 
membrane and central nervous system disease seem 
to have more to do with dyspnea than does hypoxia. 

In acute hypoxia, oxygen is life saving. Neverthe- 
less, the ultimate survival and well being of the 
patient depends on treatment of the underlying dis- 
order. An open airway is of immeasurably more 
importance than oxygen. In cardiac emergencies 
resulting in profound decrease in total blood flow— 
acute myocardial infarction with shock, or massive 
pulmonary embolization—oxygen may permit sur- 
vival until spontaneous or induced improvement 


occurs. 


Gordon Walker, M.D. 


THE HEART ASSOCIATION OF MARYLAND 
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- Coeditors - Robert Singleton, M.D. 


It is to be recalled that themore severe the hypoxia 
the more useful the inspired oxygen. At significant 
levels of hypoxia small increments in the oxygen 
tension increase saturation markedly due to the 
shape of the oxyhemoglobin-dissociation curve. Un- 
fortunately, the recognition of hypoxia cannot be 
definitively made without an arterial blood sample. 
In each particular clinical situation it behooves the 
physician to use his best judgment, and this will 
necessarily depend on his acumen in diagnosis and 
knowledge of. the underlying physiology of the dis- 
ease. 

In chronic hypoxia, a different set of problems is 
encountered. In the group of chronic ventilatory 
disorders, grouped as emphysema, the utmost skill 
and caution are necessary in the use of oxygen. A 
vast number of cautionary reports have appeared 


emphasizing the dangers of inducing carbon dioxide 


narcosis in the chronically hypoxic patient. Oxygen 
may deprive the patient of the hypoxic stimulus to 
respiration. Hypoventilation with resultant carbon 
dioxide narcosis and death have occurred. In the 
severe respiratory acidosis precipitated by super- 
imposed bronchial infection, antibiotics, manage- 
ment of heart failure, and particularly mechanical 
aids to ventilation are of crucial importance. Inter- 
mittent oxygei should be given if its administration 
can be carefully supervised. Scrupulous care is re- 
quired in steering between the extremes of severe 
hypoxia and carbon dioxide narcosis. 

A controversial area concerns the role of oxygen in 
the treatment of the patient with coronary discase. 
Since arterial blood is almost completely satur:ted 
on breathing room air, it has been argued by some 
that in the absence of left ventricular failure or 
shock, there is little reason to believe that increasing 
the concentration of oxygen in the inhaled air would 
benefit the ischemic zone around an acute myocardial 
infarction. 
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Others have studied the ischemic left ventricle of 
dogs with experimental coronary ligation and have 
shown that the oxygen content of the ventricle can 
be increased by giving the animal 100 per cent oxy- 
gen to breathe. The implications of this work for 
human disease are purely speculative at the present 
time. 

The victim of a mild coronary attack, who is free 
of pain and out of failure, probably needs little or no 
supplementary oxygen. On the other hand, anxiety, 


pulmonary congestion, and shock should be con- 
sidered as strong indications for giving oxygen as 
long as it is required. 

The fact that 100 per cent oxygen is toxic on pro- 
longed breathing should be recalled. Other hazards 
attend oxygen therapy, particularly fire and explo- 
sion. 


714 Park Avenue 
Baltimore 1, Maryland 


OPPORTUNITIES FOR PHYSICIANS 
ALLEGANY COUNTY 


Town: Mt. Savage Type of Practice: General 


The above community is desperately in need of a general practitioner. The previous phy- 
sician had to leave to enter the armed services and does not plan to return to practice in this 
community. The trade area for this community approximates about 15,000. The nearest hos- 
pital is at Cumberland, about 25 miles distant, where they have several hospitals. Total bed 
capacity is in the neighborhood of 300. Both office space and housing are readily available 
and residents are anxious and willing to assist any physician financially in this respect. The 
principal income for these communities is derived from the Pulp and Paper Company, mining, 
tire industry and a glass works. Churches include all major denominations, except Jewish. 
There are schools available through to the 12th grade. Recreational facilities include golfing, 
fishing, boating and all other normal social activities. 


Contact: 
James Orr, President 

County Commissioners of Allegany County 

Court House 

Cumberland, Maryland 


ANNE ARUNDEL COUNTY 
Town: Shady Side 


The Town of Shady Side, located 20 miles from Annapolis and 30 miles from both Baltimore 
and Washington, D. C., has a population of over 2,000, with a trade area of 6,000. There are 
presently no physicians in this town. The nearest hospital is in Annapolis and it has a bed 
capacity of 201 beds and 36 bassinets. House and office combination is available. The office 
suite consists of 7 equipped rooms, including X-ray. There is a two-car garage. The second 
floor contains 9 rooms and bath and a screened porch. The main source of income is from 
Federal and State Government employees, including the Naval Academy. Annapolis is the 
seat of the State Capital. There are four churches and two schools. The highest grade taught 
is the seventh. There are ample recreational facilities including boating, hunting, golf, country 
club, swimming, etc. 


Type of Practice: General 


Contact: 
Joseph K. Ferguson, Director 
Kiwanis Club of Shady Side 
Shady Side, Maryland 
Telephones: Office—University 7—-3311 
Home—University 7-4420 
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Health Department 


BALTIMORE CITY HEALTH 
DEPARTMENT 


Need For New Headquarters Building 
Is Shown 


In a recent Saturday Letter to the Mayor the 
commissioner of health wrote: 

“At the suggestion of the city solicitor’s office I 
am attending a legislative hearing in Annapolis 
today on Senate Bill 302 on a loan for a central 
City Health Department headquarters building. 
Because there has been so much misunderstanding 
about this matter, I am anxious for you to have the 
text of my statement prepared for today’s hearing. 
It is as follows: 


Statement of the Commissioner of Health of Balti- 
more City On the Need for a New City Health 
Department Headquarters Building To 
Include the Office of the Chief Medical 
Examiner of Maryland 


March 6, 1959 


“In connection with Senate Bill 302, now before 
the city senators and designed to authorize a Balti- 
more City public buildings loan of 3,000,000 dollars, 
and to authorize the city to submit ordinances for 
said purposes to the legal voters of Baltimore City, 

The commissioner of health of Baltimore City 
believes that there is an urgent need to provide new 
and expanded facilities for the central offices of the 
City Health Department and for the office of the 
chief medical examiner within the same new building. 
The reasons for this need are as follows: 

1. The office space now available for the City 
Health Department headquarters, the upper floors 
of the Municipal Office Building, was designed in 
1926 and first made available in 1927. Since that 
time there has been a 20 per cent increase in the 
city population and a 250 per cent increase in those 
segments of the population which are especially in 
need of City Health Department services, primarily 
the Negro population. 

2. The breadth and scope of the City Health 
Department’s work has increased markedly since it 


was first housed in the Municipal Office Building, 
and many new staff workers have been added to the 
City Health Department to care for these new 
Health Department responsibilities, so that it has 
been necessary to remove several major bureau 
activities out of the Municipal Office Building for 
lack of space. 

The new services added to the City Health 
Department since its location in the Municipal 
Office Building in 1928 include: 

A large Medical Care Section administering the 

program for 35,000 public assistance clients, 
16 workers. 

A new Industrial Hygiene Program to protect the 
health of workers in factories and industry. 
8 workers. 

A new Air Pollution Control Service for the city. 
4 workers: 

A new Mental Hygiene Bureau (now under 
development, to require 6 workers). 

A Bureau of Dental Care for all city school 
children. 2 workers. 

A Bureau of Crippled Children and Handicapped 
Persons. 9 workers. 

A new Research and Planning Section (Vital 
Statistics). 43 workers, of which 10 did this 
work prior to 1927. 

A Bureau of Health Information. 7 workers. 

A Division of Rodent Control. 11 workers. 

The Bureau of Public Health Nursing has been 
increased by at least 50 workers. 

3. Even with the new health district buildings 
which have relieved the pressure on worker space 
in the Municipal Office Building considerably, the 
crowding in the Municipal Office Building by Health 
Department workers has been so great that it has 
been necessary during recent years to push four 
major administrative units out of the building into 
other structures, leading to inefficiency and inability 
to reach timely solution of daily problems which 
arise in the administration of the health affairs of 
the city. 

The four administrative units are: The Division 
of Venereal Diseases, the Bureau of Milk Control, 
the Division of Rodent Control and the Bureau of 
Mental Hygiene. 
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4, Laboratory Services. The present space in the 
Municipal Office Building designed for the Health 
Department Laboratories in 1926 is now completely 
inadequate. To keep abreast of modern science and 
assist the hospitals and medical profession in the 
city, a virus laboratory is essential in connection 
with the respiratory and paralytic diseases among 
others. 

Such virus laboratories must be built in special 
facilities in order to protect the health of the public 
and the workers engaged in such work. It is not 
possible at present to do this work at all. It should 
be remembered in 1930 Dr. William Royal Stokes, 
director of the City Health Department’s Bureau of 
Laboratories, died as the result of psittacosis con- 
tracted while performing autopsies on diseased 
birds in the laboratories in the Municipal Office 
Building. 

Relation to Chief Medical Examiner. The office of 
the chief medical examiner has inadequate labo- 
ratory facilities in the building the city now provides 
him under the provisions of the second paragraph 
of Section 5 of Article 22 of the State Code of Laws 
of 1957 which reads: ‘‘The office of said chief medical 
examiner, and the assistant medical examiners, shall 
be maintained in such building in Baltimore City 
as may be provided by the City of Baltimore ....” 

By providing adequate laboratory services in the 
same headquarters building to serve the City Health 
Department and office of the chief medical examiner, 
the laboratories of both departments would greatly 
strengthen each other. At present the Health 
Department does the bacteriological work for the 
chief medical examiner. 

5. The Office of the Chief Medical Examiner of 
Maryland. In addition to the inadequacy of office 
and laboratory facilities now provided at the city 
morgue for the office of the chief medical Examiner 
of Maryland, as required in the above mentioned 
state law, it may be pointed out that these inade- 
quacies are of an urgent matter at the present time 
and will increase during the next few years. 

In 1926 there were six staff members to do the 
work now done by the chief medical examiner in his 
headquarters office in Baltimore City. At present 
there are 25 such employees. 

The present city morgue is not only too small, in 
spite of a second floor having been added during 
Tecent years, which cannot be repeated economically, 
but the location is bad for the work that must be 
done because: 
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The office of the chief medical examiner needs 
to be in close proximity to the headquarters office 
of the City Health Department, as well as close to 
the headquarters building of the city Police Depart- 
ment. This is because 20 per cent of all death cer- 
tificates are medical examiner cases, and these need 
daily checking back and forth between the two 
departments. At present the commissioner of health 
serves as chairman of the State Post Mortem Ex- 
aminers Commission in charge of the work of the 
chief medical examiner and his staff, and has been 
a member of the commission since its origin under 
the state law in 1939, and because 

All cases are first reported to the medical exam- 
iner’s office through the Police Department, and 
the homicide squad needs to be in close working 
relationship with the staff of the office of the chief 
medical examiner in crime prevention work. 

Both the City Health Department and the office 
of the chief medical examiner need to be located in 
close proximity to the city hall and to the court 
house in order to do their work efficiently and 
economically. 

It should be remembered that the City Planning 
Commission approved a site for the City Health 
Department headquarters building at Lexington and 
Gay Streets and placed it in the master plan in 1952, 
after architect’s drawings had been authorized for 
such a building jointly with the City Welfare 
Department as far back as 1944. 

As the City Welfare Department is now cared for 
in another building, it is very logical for the City 
Health Department to carry forward this earlier 
plan jointly with the office of the chief medical 
examiner at the same location which very recently 
has been approved and placed in the master plan 
for these two departments by the City Planning 
Commission. 

In connection with the proposed City Health 
Department headquarters building, to include the 
office of the chief medical examiner, it is essential in 
selecting the site to make possible the provision of 
adequate parking space for the use of the public 
served by the two departments, as well as the staffs 
of the two departments. In Health Department 
work, physicians come to the building for laboratory 
supplies, birth and death certificate forms and to 
register when licensed, as well as for many other 
services. Undertakers come to the City Health 
Department with great frequency to secure burial 
permits; plumbers come in large numbers to secure 


ng, 

the 

has 

eau 
for 

th 

ipal 

the 

nts, 

the 

try. 
ity. 

der 
ool 

ped 
ital 

this 

een 

ngs 

ace 

the 

Ith 

has 

our 

nto 

lity 

ich 

of 
jon 

rol, 


218 Health Departments 


plumbing permits and others come to secure milk 
and meat permits under ordinance requirements, 
and some 2,000 persons come each year to have their 
vaccination certificates validated by the City Health 
Department for international travel. The public 
comes in large numbers for birth and death cer- 
tificate copies for a multitude of legally required 
uses. 

In addition, the undertakers need access to the 
office of the chief medical examiner in connection 
with the 20 per cent of all burial permits from death 
certificates that are medical examiner cases, and 
parking is required also for the bringing of bodies 
to the office of the chief medical examiner for post 
mortem examination. To provide a building without 
very adequate parking space will greatly interfere 
with the efficiency of the work performed and will 
greatly interfere with the interests of large repre- 
sentatives of the public. 
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6. In view of the above, it seems clear to the 
commissioner of health that the new City Health 
Department headquarters building to include the 
office of the chief medical examiner of Maryland, 
as will be advanced by the passage of Senate Bill 
302, will provide a solid investment by the people of 
Baltimore City, designed for the better protection 
of their health, the strengthening of the crime 
prevention services in the city and the maintaining 
of the status of Baltimore as a recognized national 
and international medical center. It is hereby 
recommended that Senate Bill 302 be approved and 
passed. 

Very truly yours, 


NP 


Commissioner of Health” 


BALTIMORE CITY 


OPPORTUNITIES FOR PHYSICIANS 


The City of Baltimore has over 1,000,000 inhabitants and there are generally many places 


Type of Practice: General 


in which a physician can locate. There is a specific need, however, for a physician at 4810-4812 
Bowleys Lane, Baltimore 6, Md. It is located in the new Welsh Parkside and Moravia Hous- 
ing development, where about 2,000 families now live and approximately another 2,000 will 
locate in homes to be built in the next few years. There are five air-conditioned doctors’ suites 
over a new drug store, with a dentist and obstetrician already located in two of these suites. 
There are ample hospital facilities in the City. 


Contact: 
Victor A. Rouvellat 
4900 Bowleys Lane er 
Baltimore 6, Maryland 


Dr. John N. Classen, Secretary 
Baltimore City Medical Society 
1211 Cathedral Street 
Baltimore 2, Maryland 


CECIL COUNTY 
Town: Chesapeake City 


The population of Chesapeake City is approximately 1,500. The nearest hospital is located 
at Elkton, Maryland, about six miles away. The nearest large city is Wilmington, Delaware, 
which is 22 miles distant. Office space and housing are readily available. The principal sources 
of income include the U. S. Army Engineers, Chrysler Corporation, and General Motors 
Corporation. Four churches are in the community—Episcopal, Methodist, Presbyterian and 
Catholic. There are two schools, with 4th year high-school being the highest grade taught. 
There is presently only one physician in the community, age approximately 50 years. 


Type of Practice: General 


Contact: 
H. Vincent Davis, M.D. Z. T. Cooling, Jr., Mayor 
Chesapeake City or Chesapeake City 
Maryland Maryland 


Phone Number: Chesapeake City 2251 
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900 ST. PAUL STREET 


MARYLAND TUBERCULOSIS ASSOCIATION 


Christmas Seal Agency for State of Maryland 


BALTIMORE 2, MARYLAND 


VOLUNTEER ORGANIZATION 
IN TB HOSPITALS 


VIRGINIA SHOFFEITT* 


During last year’s snow storm it was my pleasure 
to drive a very distinguished “hitch-hiker,” one of 
Mercy Hospital’s leading surgeons, to his hospital. 

Along the slippery, snowy route, the doctor as- 
tutely engaged me in conversation about my chief 
interest, volunteer services to hospitalized patients. 
I will not forget his appreciation for these services; 
neither shall I forget his philosophy as a physician 
on the subject. In brief, he is convinced of volunteer 
programs’ value to patients—the receivers of the 
services. He has equal conviction of the volunteers’ 
gains through participation—so much so, that he 
often “prescribes” as treatment for his own patients 
entrance into some phase of volunteer activity. The 
snowy trip with the good doctor was indeed inspiring. 

Multiply this physician’s philosophy by the vast 
number of medical men and women throughout the 
nation and appreciate why over 20 million volun- 
teers in the United States are serving regularly and 
willingly, saving our country two and a quarter 
billion dollars each year. Maryland is no exception. 
Maryland state tuberculosis hospitals are no excep- 
tion in this total picture. 

In 1954 Dr. G. Canby Robinson, then executive 
secretary of the Maryland Tuberculosis Association, 
with the support of the association’s social service 
and executive committees and the approval of the 
Bureau of Tuberculosis, State Department of Health, 
inaugurated the volunteer services program for 
tuberculosis patients in Maryland. Happily, the 
program has continued under the administrative 
guidance of the association’s present executive, 
Frank T. Jones and the MTA board of directors. 

These dedicated persons envisioned using volun- 
teers to “bring the community to the patient,” that 


* Director, Volunteer Services, Maryland Tuberculosis As- 
sociation. 
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is, to the citizen stricken with tuberculosis, tempo- 
rarily removed from normal everyday life—home, 
community activities, job. 

In this demonstration type program, emblematic 
of tuberculosis associations across the nation, none 
of its success could have been realized without the 
untiring support of Dr. Leon Hetherington, chief, 
Bureau of Tuberculosis, Maryland State Depart- 
ment of Health; Dr. Elmer P. Sauer, medical direc- 
tor, state tuberculosis hospitals; the tuberculosis 
hospital superintendents and staff; and the local 
tuberculosis associations throughout the state. 

Our chief aim in the program, as it concerns this 
long term illness, has been to help staff create a desire 
on the part of patients to accept hospitalization 
until maximum benefits are received and to prepare 
for a full life after discharge. 

In attempting to attain these goals, we have not 
forgotten the preplanning which appears to be a 
must if hospital staff and volunteers are to work 
together. It goes without saying that complete 
support of and interest in any volunteer program 
must stem from the top echelon in hospital admin- 
istration; otherwise, the professional or volunteer 
director of volunteers, serving as a member of the 
hospital staff, no matter how proficient, will find it 
impossible to fill the needs for volunteer assistance. 

Through our affiliation with the Maryland Council 
of Directors of Volunteers, we learn that the above 
problem does not often occur. 

To assure a firm foundation of understanding cer- 
tain responsibilities must be assumed by both 
groups, the professionals and volunteers. 

What are some of the responsibilities of the pro- 
fessional groups in a successful volunteer program? 

Before developing our tuberculosis hospital pro- 
gram we needed to know the philosophy of staff 
towards volunteer assistance. It seemed important, 
therefore, to meet with as many of the staff as 

possible to learn their impressions. Some of them 
may have had unpleasant experiences with volun- 
teers. Some had, but were quite willing to express 
and discuss their feelings openly. Others had never 
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worked with volunteers at any time in their profes- 

sional experience. 

Our discussions included such questions as: What 
motivates volunteers? What does the volunteer ex- 
pect from staff? How do we keep volunteers inter- 
ested? As a result, the responsibilities of the 
professional groups (hospital administrators and 
staff; tuberculosis association staff) became clarified 
in our minds. 

As you may suspect, these responsibilities proved 
to be almost identical with those in any employer- 
employee relationship. The volunteer expects: 

1. Proper orientation, training and supervision. 

2. An understandable relationship of his job to 
the total hospital program. 

3. Opportunity for growth (in-service training, 
etc.) 

4. Recognition (day by day as well as special 
recognition ceremonies, certificates for hours, 
etc.) 

5. Logical reasons why something can or cannot 
be done. 

We recognized the importance of planning with 
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hospital staff to assure that volunteer services are 
requested for a known and definite need, as well as 
the necessity of notifying volunteer groups as far in 
advance as possible of the number needed, their 
qualifications and the types of jobs to be done. 

We also considered it vitally important to screen 
hospital needs so that they do not conflict with those 
already provided through state or county budgets. 

If we, on professional staffs assume these respon- 
sibilities, it is easier for the volunteers to be loyal 
and dependable, to offer freely ideas for improve- 
ment, to accept hospital rules and regulations, to 
keep patients’ problems confidential, to accept 
guidance, to accept in-service training. 

Observing the results of volunteer programming 
in our state tuberculosis hospitals and in the ma- 
jority of Maryland’s hospitals is a rewarding ex- 
perience. Support from the highly respected medical 
profession has made our efforts to bring a “touch of 
home” to hospitalized patients even more satisfying. 

; 900 St. Paul Street 
Baltimore 2, Maryland 


HARFORD COUNTY 


Town: Jarrettsville 


years ago and is in excellent condition. 


school being the highest grade taught. 


fishing. 


Contact: 
Mr. Jesse Rhoads, 
Rocks, Maryland 
Telephone 5281 or 

in Baltimore DIckens 2-5500 


OPPORTUNITY FOR PHYSICIANS 


The Town of Jarrettsville has a population of 300 and is in a trading area of 8,000. The 
only physician in this town recently died and his residence and office combination is available 
at a moderate sale or rental price. This building was only recently constructed about 2-3 


The nearest hospital is located at Havre de Grace about four miles distant. There are four 
churches, Catholic, Methodist, Presbyterian and Episcopal. There are 2 schools, with high 


There are ample sports available in the area, including hunting, boating, swimming and 
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President: 
J. Roy Guytuer, M.D. Salisbury 
Mechanicsville, Md. President-elect 


Gorpon M. Smita, M.D. 
Barnesville. Md. 
Josepu S. Br um, M.D. 


Baltimore 29, 
Baltimore, Md. 


Vice President: Wa ter A. {DERSON, M.D. Baltimore 5, Md. 
Witiiam T. Layman, M.D. Baltimore, Md. Executive Secretary: 
Hagerstown, Md. Treasurer: Wuu1am J. Wiscorr, M.D. 


Harry L. Knipp, M.D. 
4116 Edmondson Avenue 


THE MARYLAND ACADEMY 
OF GENERAL PRACTICE 


(A constituent chapter of the American Academy of General Practice) 


2722 E. Monument Street 


3722 E. Greenmount Ave. 
a Baltimore 18, Md. 


One of the aims of the Academy of General 
Practice is “to assist in providing postgraduate 
study courses for general practitioners, and to 
encourage and assist practicing physicians and 
surgeons in participating in such training.” 

Physicians need some definite stimulus in order 
to keep abreast of important developments in 
medicine. This thought was recently emphasized by 
Dr. Gunnar Gundersen, president of the American 
Medical Association, in a talk before the fifty-fifth 
annual Congress on Medical Education and Licensure. 
Dr. Gundersen stated that the “stimulus” needed 
could be periodic re-examination, required par- 
ticipation in approved postgraduate educational 
programs, or both. His idea certainly coincides with 
the founders of the American Academy of General 
Practice on this point. 

The Maryland Academy participates in three 
special postgraduate education projects in the next 
six months. The first of these is the annual spring 
seminar on pediatrics sponsored by the Department 
of Pediatrics of the University of Maryland. The 
program was held on April 5. The subjects covered 
were: 

1. “Food, Growth and Renal Function in the 
Early Days of Life,” by Dr. Elsie Widdowson, 
assistant director of the Department of Experimental 
Medicine, University of Cambridge, England. 

2. “The Management of Common Behavior 
Disorders,” by Dr. Harry Bakwin, professor of 
clinical pediatrics, New York University, Bellevue 
Medical Center. 

3. “Infectious Hepatitis: Clinical Aspects and 
Prevention,” by Dr. Saul Krugman, associate 
professor of pediatrics, New York University College 
of Medicine. 

4. “Common Diseases of the Eye Encountered 
by the Pediatrician in his Office Practice,” by Dr. 
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Arnall Patz, instructor in ophthalmology, Johns 
Hopkins Medical School. 

The second program of special interest was held 
at the Statler-Hilton Hotel in Washington, D. C., 
Thursday, May 7. This program was described in the 
April issue of the Maryland State Medical Journal. 

The outstanding program of the year for the 
Maryland Academy will be held October 10 and 11 
at Carvel Hall in Annapolis, Maryland. The final 
program is not yet complete but the following 
subjects are on the agenda. 

1. “Problems of Pediatric Allergy: Respiratory, 
Gastrointestinal, and Dermatologic.” 

2. “Stress and its Effect in Producing Disease.” 

3. “Management of Peptic Ulcer Without Drugs 
or Diet.” 

4. “New Laboratory Tests to Aid Diagnosis and 
Management of Disease.” 

5. “Hypnosis.”’ 

6. Staphylococcic infections, epilepsy, medical 
economics or an obstetric subject will complete the 
program. 

A panel discussion on the subject “Will the 
Private Practice of Medicine Survive?” is planned. 
This portion of the program is to feature a prominent 
speaker to present the viewpoint of labor, another of 
the federal government, and a third from organized 
medicine. It is the intention of the program 
committee that this panel discussion will serve to 
orient the proponents of private practice for the 
course to follow in future years. 

Dr. Fount Richardson, president of the American 
Academy of General Practice, has accepted an 
invitation to attend the meeting and will give an 
address at the banquet Saturday night. 

For further information on the Maryland 
Academy of General Practice write to Archie R. 
Cohen, M.D., Clear Spring, Maryland, chairman, 
Committee on Membership. 
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MRS. DAVID S. CLAYMAN, Ausiliary Editor 


Mrs. D. DetmAs CAPLES 


INAUGURAL ADDRESS 


MRS. D. DELMAS CAPLES 


Mrs. Shipley, Mrs. Underwood, Faculty, Mem- 
bers, and Guests: 

I accept this office to which you have elected me 
with a great deal of humility. I would be remiss if I 
did not say that I am aware of the faith and trust 
you have placed in me. However, it is not without 
fear that I accept the responsibility that the office of 
president carries with it. I know that the auxiliary 
will continue to grow and expand without me as its 
president, just as I know that without its support 
and understanding I cannot serve it. 

As I look back over the ten years of our auxiliary, 
we can be justly proud of our accomplishments, but 
in order to progress, we must look ahead to the 
many things we must improve upon. 

Our Medical and Chirurgical Faculty is our reason 
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for being. We must have their active support in all 
that we promote. I would like to see more county 
auxiliaries organized so that a greater number of 
doctors’ wives will actively work to promote the 
aims of the medical profession all over the state. 

These are a few of the areas in which I believe 
we should cooperate and put forth greater effort: 

1. Traffic safety legislation for our state. 

2. Work for improvement of our mental health 
facilities. 

3. Make known to our senators and representa- 
tives in Congress the wishes of our doctors concerning 
federal medical legislation. 

4. Increase our efforts for adequate medical, 
dental, and nursing care for our senior citizens or 
aged. 

5. Recruit more personnel for the medically allied 
fields. 

6. Increase our contributions to the A.M.E.F. so 
that our medical schools will remain free from federal 
control. 

These we must do in order to safeguard today’s 
health for tomorrow. 

As a doctor’s wife you enjoy many social and 
economic privileges, but with those privileges also 
goes a responsibility to all the people in the com- 
munity. You must shoulder your share of the re- 
sponsibility of helping them have a more healthy 
life. “Do not continue to take from the till unless 
you replenish it, or you will find it empty when you 
need it most.” 

It is my wish to cooperate fully with the Medical 
and Chirurgical Faculty and to offer the assistance 
of the auxiliary in any phase of work that they wish. 
Together we must safeguard the wonderful heritage 
of the medical profession. This I promise to do to 
the best of my ability and with God’s help. 

Thank You. 


REMINDER 


Thirty-sixth annual convention of the Woman’s 
Auxiliary to the American Medical Association will 
be held June 8 to 12 in Atlantic City. Plan now to 
attend. 
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HIGHWAY SAFETY PROGRAM 


MRS. STUART D. SUNDAY 


Following is the text of Mrs. Sunday’s discussion 
of highway safety, which was broadcast over Radio 
Station WTTR, Westminster, on Tuesday, February 
24. The program was ‘A Chat With Gladys,” featur- 
ing Miss Gladys Wimert as interviewer. 


Mrs. Sunday, do you think the State of Maryland 
is in desperate need of a more elaborate highway 
safety program? 


Miss Wimert, the entire United States is in des- 
perate need of a more elaborate safety program. 
National statistics show us that under the age of 35 
traffic accidents rate as the nation’s number one 
killer over all combined illnesses. 


EVERYONE TALKS ABOUT THE ACCIDENT TOLL, 
BUT WHAT CAN WE AS PRIVATE 
CITIZENS DO ABOUT IT? 


There are two specific things we can do about our 
accident toll in Maryland. Number one—Most ac- 
cidents are caused by an individual; consequently, 
we can as individuals, concentrate on learning to 
be a safer driver. Number two—The Maryland 
General Assembly is now in the midst of its three 
months session in Annapolis. There are numerous 
measures to be considered relating to highway 
safety. We as private citizens can give these measures 
our vigorous support. 


CAN YOU GIVE US SUGGESTIONS AS TO 
HOW WE CAN BE SAFER DRIVERS? 


One can learn, by remembering a few safety rules, 
to be a defensive driver and to expect the unexpected 
at all times. 


What are the safety rules one must learn to be pre- 
pared to meet emergencies on the highway? 


If an individual practices the following rules of 
the road, in all probability these rules will prevent 
accidents—and avoid the necessity to meet an emer- 
gency. A few basic precautions for the driver: 

Number one—Keep your eyes moving. Do not 
get in the habit of looking straight ahead. Use your 
tear view mirror. Look to the right and left fre- 
quently. Be aware of your position from all sides at 
all times. 
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Number two—Drive in the center or to the right 
of your lane, never drive near the line. If suddenly 
an approaching vehicle crosses the line, you have 
at least five feet between you and a head on col- 
lision. 

Number three—When approaching a hill, curve, 
or area where you cannot see ahead—blow your horn 
to announce you are in the area also. 

Number four—When you have stopped your car 
for more than 15 seconds, put it in neutral. 

Number five—Slow down when driving in fog, 
rain, sleet, or snow. 

Number six—If you have a blowout, do not press 
the brake. Hold on to the steering wheel with all 
your power and try to hold the wheel straight. 

Number seven—Keep your car in excellent con- 
dition and all safety equipment in good working 
order. 

Needless to say, and the most important factor, 
is to obey all traffic laws. In other words we are still 
our Brother’s Keeper. 


Mrs. Sunday, you mentioned the Maryland General 
Assembly will consider highway safety measures. 
Could you tell us what these measures are? 


Yes. There are six measures proposed. 

. A larger state police force. 

. Chemical tests for the suspected drunken driver. 
. Re-examination of drivers. 

. Magistrates authorized to revoke licenses. 

. Driver education courses in all our schools. 

. A point system for adding up driving violations. 


Psychologically, what effect does the measure for 
magistrates authorized to revoke licenses have on 
the driver? 


Experience in other states shows that most drivers 
fear this punishment more so than a jail term or a 
fine. At the present time magistrates in Baltimore 
City have this authority. Elsewhere in the state 
license can be suspended or revoked only after the 
case has been reviewed by the commissioner of 
motor vehicles. In the meantime, the violator may 
drive. 


What is the advantage of re-examining drivers? 


Maryland is the only state in this country which 
issues a lifetime license. At the present time those 
blind, physically incapacitated, or mentally ill can 
drive until they are involved in an accident. Re- 
examination would screen such cases. We now have 
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reregistration which does make it possible to remove 
drivers from the highways who are driving under a 
dead relative’s license. 


Do other states have chemical tests for suspected 
drunken drivers? 


There are 30 states who have tests for the con- 
tents of alcohol. This test is by choice. Drunken 
driving is the worst offense committed on the high- 
way. Drivers who have been drinking are involved in 
30 per cent of all fatal accidents. This is a national 
figure. A drunken driver may go free, because our 
courts must rely on description of behavior. 


Is driver education necessary in our schools? 


Insurance companies, who deal in facts, give lower 
rates to driving course graduates on the grounds that 
they have better safety records than those taught by 
amateurs. This step may not affect the highway 
safety record immediately, but could have a cumula- 
tive effect over the years. 


Who should teach a teenager to drive? 


All drivers, not only teenagers, should receive 
driving education by a well qualified and recognized 
driving instructor. 


Approximately how much time is required to teach 
a person to drive safely? 


The Department of Education states it takes 30 
hours of training. These 30 hours include both practi- 
cal and classroom teaching. 


MAY, 1959 


When can a parent feel his teenager is ready to use 
the family car? 


A parent can feel reasonably sure his teenager is 
ready to use the family car or prepared to own a car 
after he has received instruction from a qualified 
teacher and, very important, when he shows a sense 
of responsibility toward the car. 


How can a parent stimulate a sense of responsibility? 


It is very simple. The most effective way to stim- 
ulate responsibility is to delegate responsibility. 
He can earn the use of the car. He can earn it by 
washing the car, checking the oil and gas, and re- 
minding Father the service checkup is due. Conse- 
quently, there is a special pride in being trusted with 
these important duties. Contrary to what many 
parents feel, there is a wealth of intelligence and 
responsibility in today’s teenager. They are in- 
terested in our problems of today. After all, these 
problems will be their problems in the future. 


Mrs. Sunday, in conclusion, would you say there is 
a thought we should keep in mind? 


Miss Wimert, we have discussed traffic safety; 
however, we must keep in mind there are many 
aspects of safety. There is home safety—many ac- 
cidents in the homes cost us large amounts each year. 
There is also water safety, and with summer ap- 
proaching, it is wise to begin to think of swimming, 
boating, and lifesaving courses. These subjects are 
important to all of us. Our most precious possession 
is life. In conclusion, I would say let us make sure 
we not only endeavor to save our own precious pos- 
session, but the lives of others also. 


WICOMICO COUNTY— 
Town: Parsonburg 


Contact: 
Seth H. Hurdle, M.D. © 
County Health Officer 

Salisbury, Maryland 


OPPORTUNITY FOR PHYSICIANS 


Parsonburg is a town of 500 population, with a trading area of 750 people. Salisbury is the 
nearest large community, which is 8 miles distant. There are presently no physicians in this 
community, the nearest ones being in Salisbury. The nearest hospital is also in Salisbury, 
while the nearest large city is Wilmington, Delaware, about 100 miles away. Office space and 
housing are readily available. The main source: of income is from poultry, farming and a 
textile factory. There is one church only, Methodist faith. There are no schools in the com- 
munity, children having to travel to Salisbury for education. 


Type of Practice: General 
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Ancillary News 


NURSING SECTION 


M. RUTH MOUBRAY, R.N., Executive Secretary, 
Maryland State Nurses Association 


Journal Representative 


PENDING LEGISLATION OF IMPOR- 
TANCE TO THE NURSING 
PROFESSION 


1959, the board adopted the following statement on 
priorities to guide the association’s legislative 
activities in the months ahead: 


On the opening day of the 86th Congress of the 
United States, Mrs. Edith S. Green of Oregon 
introduced in the House of Representatives a bill of 
major importance to the nursing profession. On 
February 19, 1959, Senator Hubert H. Humphrey 
of Minnesota introduced a similar bill in the United 
States Senate. H.R. 1251 (Green, Oregon) and S. 
1118 (Humphrey, Minnesota) provide for a five- 
year program of grants and scholarships for collegiate 
education in the field of nursing. 

These bills come as a direct result of the action of 
the American Nurses’ Association Board of Directors 
in January 1958 authorizing: 

That ANA prepare, and have introduced in 

Congress, a bill for financial aid to baccalaureate 

programs in nursing, including provisions for aid 

to schools for facilities and instructional costs, 
and scholarship aid for students. 
H.R. 1251 and S. 1118 are designed to meet a 
critical need for financial aid to nursing education, 
the need for federal funds to assist in the expansion 
of opportunities for nursing education in colleges 
and universities. 

We all know only too well of the serious shortages 
of professional nurses prepared to assume positions 
in administration, supervision and teaching. Unless 
we have many more nurses who hold the bac- 
calaureate degree, the profession cannot provide 
the numbers needed to enter advanced programs in 
the immediate future to prepare for administration, 
supervision, teaching, consultation, and research. 
The growing number of nursing positions which 
require university study make it imperative that 
the opportunities for such study be expanded now. 

During the last meeting of the ANA Board of 
Directors, held late in January and early February 
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The ANA is concerned with providing the best 
possible nursing service for the American people. 
If this is to be accomplished, there must be an 
adequate supply of qualified professional prac- 
titioners of nursing. 

The members of the association believe that 
the public must share in the responsibility of 
providing adequate financial support for nursing 
education. 

Through its 1958—1960 platform, the associ- 
ation is committed to promote legislation which 
will provide public funds for research, scholar- 
ships and continued improvement in nursing 
education. At this time, primary needs for public 
support are in these two areas: 

1. Traineeships, or scholarships for nurses 
in advanced programs preparing for 
teaching, administration and supervision. 

2. Expansion of collegiate programs in nursing 
through assistance with costs of con- 
struction and instruction; and through 
scholarships for students in basic and in 
supplemental programs leading to the 
baccalaureate degree. 


H.R. 1251 and S. 1118 provide for: 


1. A five year program of grants to schools to 
assist with costs of facilities for nursing 
education in colleges and universities. 

2. A five year program of grants to assist with 
costs of instruction in the baccalaureate 
programs. 

3. A five year program of scholarship aid for 
nursing students in preservice bacca- 
laureate programs, and to graduate nurses 
in supplementary programs leading to the 
baccalaureate degree. 

S. 731, introduced by Senator Lister Hill of 
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Alabama, would extend and expand funds for the 
traineeship program for professional nurses and 
professional public health personnel. 

The three year traineeship programs, established 
by Congress in the Health Amendments Act of 1956 
(Public Law 911), will expire June 30, 1959 unless 
Congress acts during its present session. The ANA 
will urge Congress to extend these programs for 
another five years. 

During the first two academic years when funds 


MAY, 1959 


were appropriated under Title II of the Health 
Amendments Act, a total of 30 nurses working in 
Maryland received scholarships for study, most of 
them being enrolled in master’s degree programs. 

The Maryland State Nurses Association has asked 
the senators and representatives from Maryland to 
support these bills. The deans or directors of three 
collegiate schools of nursing in Maryland have 
informed the Maryland congressmen of their needs 
and have urged their support of the pending legis- 
lation. 


OPPORTUNITY FOR PHYSICIANS 


WICOMICO COUNTY 


Town: Hebron and Surrounding Area Type of Practice: General 


The Town of Hebron lost its only physician recently when he died on December 17, 1958 
at the age of 79. He had served this community for 27 years as its mentor, counselor and true 
family doctor. While the Town of Hebron has no hospital, the nearest such facility is only 7 
miles away in Salisbury. The Salisbury General Hospital has a bed capacity of 340 and is 
located in the largest city on the Eastern Shore of Maryland. The population of Salisbury is 
about 22,000. 

Housing and office space are readily available. There are two churches in the community; 
one Methodist and one Episcopal. The principal source of income is from factory workers and 
farming. The highest grade of school taught is Junior High. Outstanding recreational facilities 
abound in this area, including golf, fishing, boating and swimming. 


Contact: 
Mr. S. T. Culver, Chairman 
Health and Welfare Committee 
Hebron Lions Club 
Hebron, Maryland 
Phone: (Salisbury) PIoneer 9-4429 or 9-4081 


Town: Mardela Springs Type of Practice: General 


This town has a population of 500, and is located in a trading area of 5,000. The community 
has one physician, 75 years of age, who is in semi-retirement. In view of this, most residents 
must travel to Salisbury, Md., a distance of 10 miles, for medical care. The nearest hospital is 
in Salisbury and has a bed capacity of 245, plus 30 bassinets. The principal industries in the 
community are garment factory, and farming. There are seven churches, embracing all the 
major denominations. There is one school with 330 pupils. The highest grade taught is 12. For 1 
recreation there is the Greenhill Yacht and Country Club, as well as ample boating, bathing, 
and fishing facilities. Financial arrangements can be made for a starting physician. Ample 
housing and office space is available. : 


Contact: 
L. W. Gillis 
President of the Town Commission 
Mardela Springs, Maryland 
Phone: PIoneer 2-5670 (home) 
PIoneer 9-9400 (office) 


Elton Bounds 

Mardela Springs Bank 

Mardela Springs, Maryland 

Phone: PIoneer 9-6951 (office) 
PIoneer 9-4085 (home) 
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Book Reviews 


A Textbook of Psychology. Donald Olding Hebb, W. B. 
Saunders Company, Philadelphia and London, 1958. 
276 pages. $4.50. 

This book is a departure from the standard psychology 
textbook in that it omits or treats briefly much of the 
traditional content of the usual introductory psychology 
course. At the same time it includes ideas and informa- 
tion which, in the author’s opinion, have been formally 
stated for the first time. His object was to include the 
ideas and information needed for the understanding of 
psychological problems, as far as feasible, and to exclude 
the merely traditional. This work is meant both for the 
student who intends to study further in psychology, as 
well as for the one who will take the introductory course 
alone. 


A Manual of Dental Anesthesia. W. Harry Archer, 
B.S., M.A., D.D.S., W. B. Saunders Company, Phila- 
delphia and London, 1958. 346 pages. $8.50. 

This book was designed to provide a practical manual 
for the use of both dental student and dental practi- 
tioner. Part I discusses local anesthesia, discussions of 
individual local anesthetic solutions, uses of local anes- 
thesia in dentistry and postinjection complications. Part 
II deals with general anesthesia and analgesia for dental 
surgery in the office or the hospital. The presentation is 
based on step by step procedure rather than theoretical 
considerations. 


Oral Roentgenographic Diagnosis. Edward C. Stafne, 
D.D.S., F.A.C.D., W. B. Saunders Company, Phila- 
delphia and London, 1958. 303 Pages. $14.50. 

An accumulation of a large volume of roentgenograms 
over a period of 33 years provided the author with the 
opportunity to observe and study the oral roentgeno- 
graphic manifestations of many varied disease entities. 
It has demonstrated that the roentgenographic patterns 
of the jaws are as frequently diagnostic of systemic dis- 
ease as are lesions of the oral soft tissues. Some of these 
oral roentgenologic findings have been compiled in this 
book. 


Fundamentals of Neurology. Ernest Gardner, M.D., 
W. B. Saunders Company, Philadelphia and London, 
1958. Third Edition. 388 pages. $5.75. . 

In this revision, special attention has been given to 


sensory nerve endings, particularly those in muscle, and 
the eyes, and to basal ganglia. A brief account of neuro- 
chemistry has been included. New illustrations have been 
added and some old ones have been replaced. 


Orthopedic Diseases. Ernest Aegerter, M.D. and John 
A. Kirkpatrick, M.D., W. B. Saunders Company, Phila- 
delphia and London, 1958. 602 pages. $12.50. 

Many new techniques and tools have become available 
in the diagnosis and treatment of bone diseases. The busy 
physician is faced with correlating the new material 
with one hand, while administering his knowledge with 
the other. This volume was written as a starter in helping 
the physician to sift the facts, concentrate the verbiage, 
and reduce it to the level of practicability. It looks at 
bone disease from the standpoint of its altered mor- 
phology and physiology and tries to interpret these in 
terms of symptomatology and roentgenography. The 
material is not original; yet it makes available in one 
volume material which the researcher might spend much 
valuable time looking for. 


A Textbook of Oral Pathology. William G. Shafer, 
B.S., D.D.S., M.D., Maynard K. Hine, D.D.S., M.S., 
Barnet M. Levy, A.B., D.D.S., M.S., W. B. Saunders 
Company, Philadelphia and London, 1958. 714 pages. 
$15.00. 

This text is an attempt to bring the reader to an under- 
standing of the patient and his problems through applied 
basic science. It explains clinical signs and symptoms in 
the light of known histologic, chemical and physiologic 
alterations. Where possible, the prognosis of each dis- 
ease is considered as a reflection of the underlying tissue 
changes and what is known that can be done about them. 
This book departs from the usual textbook in oral pathol- 
ogy in that it attempts to place more emphasis on the 
physiologic and chemical aspects of oral disease. 


Current Therapy—1959. Edited by Howard F. Conn, 
M.D., W. B. Saunders Company, Philadelphia and 
London, 1959. 781 pages. $12.00. 

This annual series has, for the past ten years, brought 
to the physician current and authoritative therapeutic 
procedures in concise and specific terms, designed for 
ready application to the problem at hand. 
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CALENDAR OF EVENTS 


TUESDAY, MAY 12 BALTIMORE EAR, NOSE AND THROAT 
SOCIETY 


Joint meeting with Washington, D. C. group. 
7:00 P.M., Army Navy Club, 17th and I Streets, Wash- 
ington, D. C. 


WEDNESDAY, MAY 13 CANCER SECTION, B.C.M.S. 


6:30 P.M. Dinner and cocktails 
8:00 P.M. Meeting 
Johns Hopkins Hospital 


WRITE CONVENTION SERVICES 
) AMERICAN MEDICAL ASSOCIATION 
ARBORN ST. CHICAGO 10. ILLINOIS 
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